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A MODERN OPERATING COMBINATION 


OPERAY 
LIGHT 


Operating room, 
Maine General 
Hospital, Port- 
land, Maine. Five 
Operays, two Scan- 
lan-Balfours, and 
Scanlan-Morris 
furniture and ster- 
ilizers are used at 
this hospital. 


(CpPERAY’S penetrating pure white light is 

a tremendous aid to the surgeon in all 
phases of surgery. Controlled with precision 
from a point always outside the sterile zone, 
its powerful beam precedes the eye from 
every angle and illuminates the deepest cavity. 


SCANLAN 
BALFOUR 


Equally responsive to every requirement of 
the surgeon, the Scanlan-Balfour operating 
table perfectly completes this efficient oper- 
ating room ensemble. Quiet, positive ma- 
nipulation of the table by the anaesthetist 
instantly places the patient in any position. 


WISCONSIN OXYGEN HUMIDIFIER 


The Wisconsin humidifier 
as used in oxygen therapy 
by the oropharyngeal cath- 
eter method provides ut- 
most comfort to the pa- 
tient. The apparatus is 
readily portable and re- 
quires little supervision. 


SCANLAN-MORRIS COMPANY 


Madison, Wisconsin 


WY wt tiOYT 


Write for circular No. 
1480, describing this re- 
markably simple and effec- 
tive method of oxygen ad- 
ministration, with detailed 
case reports indicating its 
value in hospital work. 


New York, 23-25 E. 26th St. 
Chicago, 58 E. Washington St. 
St. Louis, 634 N. Grand Blvd. 
Associate Firms: 
Scanlan Laboratories, Inc. 
SURGICAL SUTURES 


Operay Laboratories, Inc. 
OPERAY LIGHTS 
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The Turning Point 


HOUGHTFUL people have real- 

ized from the beginning that pres- 
ent conditions are the result of our 
neglect to “seek first the kingdom of 
God and His justice.”” As the depres- 
sion continued, this truth forced itself 
upon even many of the less-serious 
minded. And this realization, together 
with resolutions for amendment, have 


brought us to the turning point. 


Let us thank God for the lessons the 
world has learned and for the extraor- 
dinary opportunities that have come 
to our hospitals during the past year 
for genuine Christian service. The 
amount of both temporal and spiritual 
illness that has found relief in the 
Catholic hospital is simply incalculable. 


The Catholic hospital, together with 
the school and the Church, has always 
been a spiritual leader. Our Sisters 
have always sought for themselves and 
for others “first the kingdom of God.” 
And God has kept His promise. Not 
only have the Sisters been able to keep 
their hospitals in operation, but, in 
some instances, they have taken over 
institutions which could no longer 
stand the pressure. And now when the 
turning point is here, the blessings and 
the good will of all go out to our hos- 
pital Sisters. 
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We are face to face with a “new deal” in hospital 
administration. The old is gone, and is history of 
one kind or another. The new day is before us with 
its finest opportunities for growth and progress. 
And it’s all just what we, you and I, wish to make 
of it. 


Shall the reconstruction period be one of weakness 
and hestitation, or are we going to build for better 
hospitalization on the errors and failures of the 
past? This is a time for a frank discussion and of 
definite planning. The half truths and the incom- 
plete thinking that cause most error and confusion 
must give way to clear vision and straight thinking. 


The “regular hospital trade” is pleading for a 
voice in the reconstruction period. It wants no 
more than an expression and an opportunity to 
restate its service and its product to the buyer. It 
is emphatically serious about the idea of a funda- 
mental hospital service in products offered for hos- 


pital use. 


The salesman who calls on hospitals should be a 
helpful critic and guide in this reconstruction 
period. As a matter of prudence he must not tear 
down but build. His product must be offered to 
render a service better than the present product in 
use. He must carry over into hospitals the recon- 
struction and the reorganization going on in 
industry. 


The salesman who builds on the idea of a hospital 
service is welcome and carries forward a construc- 
tive program. His comments and suggestions are 
recognized and absorbed in the management of the 
hospital. Again and again the sale is merely the 
confirmation and the proof of the salesman that 
in the reconstruction period the products offered 
will solve a fundamental difficulty. 





HOSPITAL PROGRESS 


The Reconstruction 





January, 1933 


We bespeak a recognition of professional service 
of the “regular hospital trade” in this period of 
reconstruction. As you check the pages of this 
periodical, may we assure you that the manufac- 
turers presented herein are facing most frankly 
and vigorously the problems of reconstruction. 
They understand what the hospitals are passing 
through. 


The manufacturers who maintain advertising space 
in this paper have been passing through a recon- 
struction period in their own businesses. Out of it 
are coming new methods, new products, new sales 
organizations, new manufacturing programs, new 
industries for America. Your recognition of the 
seriousness of the problem and an appreciation of 
the desire of the “regular hospital trade” to be of 
fundamental service will mean everything to the 
industry. 


When the “right” salesman calls next time, try to 
fix his place in the “regular hospital trade.” If his 
house is right, his product good, the hospital serv- 
ice background satisfactory, ask him for sugges- 
tions on this problem of the reconstruction. Make 
him fit his thinking into your idea, and as you 
carry forward, see how far he can help you by his 
suggestions. The “right” salesman, with the 
proper training and the background of hospital 
service will surprise most hospital executives. 


Your reconstruction will be just what you make it. 
If it drags, it drags because we fail to face the 
issue and meet it. In many problems the “regular 
hospital trade” can help you if you know how to 
ask for help. Like so many things in life our 
progress is controlled by our ability to help our- 
selves. I’m right, am I not? 
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Final Report of the Committee on the Costs 
of Medical Care 





The Reverend Alphonse M. Schwitalla, S.]., Ph. D. 


times, however, the future consequences of an 

event taking place in the present are so un- 
mistakably obvious that there can be but one logical 
outcome to a series of events now occurring. Such 
obviousness we believe is characteristic of the trends 
of which the report of the Committee on the Costs of 
Medical Care give abundant evidence. For, whatever 
we may think of the recommendations of this Com- 
mittee be they the Majority recommendations or those 
of the Minority this much will probably be agreed to 
by all that the report will bring with it consequences 
of the utmost importance in medical practice. It will 
be followed by mental strifes and a clashing of prin- 
ciples and viewpoints such as has perhaps thus far 
not been witnessed in the many revolutions occurring 
in history from time to time in the aims and procedures 
of trades and professions. 

The conflict which we expect to be waged concern- 
ing the questions raised by the Committee’s activity 
are the more significant as they involve not merely 
the achievements and activities of the profession of 
medicine and several of its ancillary and auxiliary 
professions but also of the professions engaged with the 
social and economic sciences. It would seem, therefore, 
that two fundamental viewpoints in human interest, 
two fundamentally diverse trends in human thought 
and two fundamentally diverse drifts in human action, 
the scientific and the social are sooner or later to be 
involved in the controversies expected to emerge from 
this report. 

It is altogether too early to evaluate the report of 
the Committee on the Costs of Medical Care even as 
a scientific, and, to some extent, an abstract document. 
Much less timely would it be, therefore, to attempt 
the evaluation of the trends and tendencies themselves 
which this document describes or prescribes. It will be 
our aim, theréfore, in the present summary to give 
rather a prospectus of the various points which to 
us seem of somewhat pronounced importance. The 
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report itself is really a summary of so much data that 
in all likelihood it would be difficult for any one of 
us to encompass its entire extension. We can, therefore, 
hope to do little more than to summarize a summary. 


The Introduction 


Although the report is based upon so large a number 
of specialized studies which have preceded the publica- 
tion of the present volume an effort is, nevertheless, 
made to present much of the data in a restated form. 
Even in the early sections of the report we find gen- 
eralizations and conclusions which are not beyond 
controversy. Thus, to single out but one, the first 
chapter which deals with the present status of medical 
care concludes (page 35) by saying, “The one million 
persons who furnish medical care and the one hundred 
and twenty-three millions who may receive it should 
make concerted and carefully planned efforts to meet 
needs and to devise remedies for present deficiencies 
and wastes.” Such a conclusion is, to be sure, an ex- 
pression of a wish and a desire which cannot be very 
far at any time from the heart of one who is inter- 
ested in public health. But it might be questioned at 
the very outset whether such a sweeping generaliza- 
tion as this one involving one million persons on the 
one hand and one hundred and twenty-three million on 
the other hand may form a safe basis for practical 
results. 

Basic Data 

In submitting a basis for this generalization the first 
chapter ranges over the widest fields of interest; the 
extent and availability of medical facilities, the num- 
ber of hospitals and hospital beds, the contrast between 
medical needs and medical service, the costs of medical 
service to the community and to the family, the dis- 
tribution of costs and the reasons for uneven costs, the 
enormous capital invested in medical care and the 
provisions for drugs and medical appertinences, all 
these and many other questions throw each their in- 
dispensable ray of light upon the general situation. 

















The second chapter which deals with the essentials 
of a satisfactory medical program plunges forthwith 
into still more controversial aspects of medical care. 


The Essentials of a Satisfactory Medical 
Program 

The chapter entitled, “The Essentials of a Satis- 
factory Medical Program,” recites as the first essential 
the safeguarding of the quality of medical service and 
of personal relation of physician and patient. In doing 
so, it would seem to lay a foundation acceptable to all 
alike, yet, strange to say, this very principle threatens 
to become the battle ground for ever so many contro- 
versies. 

In the Majority Report (page 39) it is stated that 
“the preservation of a personal relation between 
patient and physician is an essential element in safe- 
guarding the quality of medical practice.” And on the 
same page again “medical care, by its very nature, is 
and must remain a distinctly personal service.” Farther 
on, “there is nothing in any way mysterious in the 
relation between the physician and his patient. On the 
therapeutic side it is capable of complete objective 
analysis.” On the other hand, the Minority Report 
(page 169) complains that “the term ‘personal rela- 
tionship’ used so frequently throughout the Com- 
mittee’s publications and in the final report conveys 
but a vague meaning as to its essential elements and 
the reasons for its emphasis. . . . The character and 
personality of the physician is a major factor in its 
development and in process of time and continued 
contact as patient and physician, a friendship and 
intimacy develop that assumes priestly characteristics 
on the part of the physician.” It would seem, there- 
fore, that while both the Majority and the Minority 
Report recognize the basic character of the personal 
relationships between patient and physician in any 
program for insuring adequate medical care, the 
Majority Report and the Minority Report are still 
considerably at variance in their appreciation of that 
relationship. 

The other five essentials of a satisfactory medical 
program; namely, provision for meeting the peoples’ 
real needs, the provision of service on acceptable terms, 
the emphasis on prevention, the selection of competent 
practitioners and adequate payment to practitioners 
and agencies, all suggest difficulties and problems of 
the highest complexity and of the most widespread 
inter-ramifications. Upon many phases of these ques- 
tions the Majority and the Minority Reports either 
express or imply principles and applications rather 
widely at variance from each other. 


The Objective of Medical Organization 
Chapter III is a corollary of the one just sum- 
marized, attempting as it does to state “an ultimate 
objective in the organization of medicine.” The chapter 
points out the difference in the organization of services 
in cities on the one hand and the towns and rural 
areas on the other, while it restates the principles 
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which form the bases of medical organization and the 
various methods by which society returns to the 
medical profession a measure of monetary appreciation 
for the services rendered by that profession. 

Chapter 1V, entitled “Plans and Experiments now 
Under Way,” enumerates the various efforts at solving 
either the cost or the service problem as devised by a 
number of various agencies interested in these ques- 
tions. About 25 of such experiments are more or less 
adequately described and in places the implications 
are clearly pointed out. 


The Recommendations of the Committee 
The essence of the Committee’s report is, of course, 
to be found in its final recommendations. The first of 
these recommendations essentially suggests (page 109) 
that “medical service both preventive and therapeutic 
should be furnished largely by organized groups of 
physicians, dentists, nurses, pharmacists, and other 
associated personnel. Such groups should be organized 
preferably around the hospital for rendering complete 
home, office, and hospital care. The form of organiza- 
tion should encourage the maintenance of high stand- 
ards and the development or preservation of a personal 
relation between patient and physician.” The evalu- 
ation of this recommendation, of course, rests so 
largely upon the definition of an “organized group” 
of physicians, etc., that the report defines the term 
most carefully, understanding it to mean “a group 
which is so organized that each professional person 
in it is responsible to the group for the quality of his 
work rather than solely to himself.” 

If this recommendation were carried out and were 
in its intent and purpose to become a reality a large 
number of implications would necessarily have to be 
made real. The conversion of the hospital into a 
medical center is, as is obvious, a part of this gen- 
eral scheme. Such a medical center would no longer 
be as the hospital is today, for the most part, an in- 
stitution only for the giving of medical care within 
its walls but would also become the administrative 
center for the codrdinated medical activities of the 
entire community. The report even states (page 110) 
that “the functions of a community medical center 
will probably include various clinical, therapeutic, and 
preventive services which are now often provided by 
official health agencies” and then the suggestion is 
made that such an arrangement “should not . . . im- 
pair to any degree the authority, responsibility, or 
administrative functions of the health department.” If 
it were as easy as this to gloss over the many contrasts 
between private and public agencies, between authori- 
tative and voluntary effort, between legal coercion and 
educative persuasion as this plain statement seems to 
suggest many of the struggles of the past few years, 
both of the social worker and of the medical man 
would have been found to be unnecessary. 

Industrial medical service, university medical 
service, the various private group clinics, the pay 
clinics, the hospital schemes for the patient of mod- 
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erate means, the utilization of private officers in the 
hospital by physicians, the various forms of special 
organized nursing service, all these schemes are enum- 
erated and briefly evaluated as means for carrying out 
the first recommendation ; namely, that medical service 
should be furnished by organized groups of physicians 
and medical auxiliaries. 

In contrast to the recommendations just discussed, 
the Minority Report calls emphatic attention to the 
fact (page 153) that “organization as such cannot 
achieve the results claimed for it in the Majority 
Report.” Thus concerning the community medical 
centers as an evolutionary stage of our present hospi- 
tals, the Minority Report questions their practical 
character, claiming (page 154) their establishment to 
be “an idealistic plan based solely upon theory.” 
Obviously, the creation of such medical centers, as the 
Minority Report points out, is suggestive of the great 
mergers in industry and would seem destined to suffer 
from many of the disadvantages of such mergers. Mass 
production in medicine which follows the technique of 
big business is excluded by the very nature of medical 
care which essentially is a personal service. Inherent 
in such a scheme are some extremely undesirable con- 
sequences: the establishment of a medical hierarchy 
in every community, the competition among several 
such centers in our large cities with threatened increases 
in cost and finally the disruption, apparently necessary, 
of the relationship between physician and patient. 

Similarly, regarding industrial medical service the 
suggestions made by the Majority Report are scarcely 
dealt with in gentle terms by the criticisms of the 
Minority Report. Implied in the Committee’s recom- 
mendations concerning industrial medicine would seem 
to be some form of contract practice — one of the old 
ghosts in medical practice which will not down. To be 
sure, contract practice must not be condemned as such 
in all of its various aspects, but surely the dangers 
inherent in medical practice under contract are so 
palpable that only the most implacably sincere and 
ruthlessly unselfish individual can enter upon such 
practice without incurring one or the other of the many 
dangers, each entirely objectionable, which would be 
incurred in such practice. 

The utilization of subsidiary personnel also cannot 
be passed over without just a word. The tendency in- 
dulged in, it must be said, even by some medical practi- 
tioners, to substitute technicians instead of bona fide 
practitioners for the performance of some medical 
duties is becoming so common that the danger is very 
real that general agreement might seem to sanction 
intrinsically dangerous plans. Finally, under this head, 
we cannot escape facing discussion of the private group 
clinics. Aside, altogether, from the many medical im- 
plications in such practice there is as yet no proof for 
the statement “that group practice can furnish in gen- 
eral better or cheaper medical care than we have at 
present.” Even if the group clinic were conducted 
upon an ideally perfect ethical basis it would contain 
severe threats to adequate medical care if, under this 
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term be considered the totality of the implications in 
illness. Much more so is this the case when, as the 
facts confront us, the group clinic has been organized 
at times on bases uncontrovertibly selfish and latently 
commercial. Both the Majority and the Minority 
Reports, to be sure, recognize that “the term, group 
clinic, does not mean the same under all circumstances, 
that associations of practitioners and specialists can be 
formed in which the dangers both to adequate medical 
practice and to altruistic motivation are avoided.” But 
such associations, for the most part, would hardly meet 
the requirements laid down as one of the preliminaries 
of this study on costs; namely, the reduction of costs. 
The stress in satisfactory associations is not so much 
upon the reduction of costs as rather upon the more 
perfect furnishing of medical care. What has been said 
about group clinics is just as true concerning many 
of the many forms of pay clinics. 


The Extension of Public Health Service 


The second recommendation of the Majority of the 
Committee will meet with fairly general acceptance. 
With the increasing recognition of the importance of 
public health service as a preventive rather than a 
therapeutic agency, interest in the extent of such 
service, both geographically as well as intensively has 
become widespread. It is obvious that the nongovern- 
mental as well as the governmental agencies in this 
field should be given the fullest measure of opportu- 
nity not only to reach all of the people but also to 
supply to them additional help as may render the 
status of our national health more satisfactory. The 
report lists a number of functions which are considered 
“proper health functions” (page 119): “(a@) the collec- 
tion and analysis of vital statistics; (b) the control of 
water, milk, and food supplies; (c) the control of 
sanitation; (d) the control through quarantine and 
supervision of communicable diseases; and (e) the 
provision of laboratory service. In addition to these, 
the Committee believes that the following activities 
are also proper public health activities: (f) the promo- 
tion of maternal, infant, and child hygiene, including 
medical and dental inspection and supervision of school 
children; (g) popular health instruction; (4) the 
provision of preventive dental care for children; and 
(i) the provision of special services for the prevention, 
diagnosis, and treatment of patients with tuberculosis, 
venereal diseases, malaria, hookworm, or any other 
disease which constitutes a special health problem in 
the community that cannot be solved adequately and 
effectively by the other available medical and health 
agencies.” 

All of these functions, no doubt, are accepted as 
legitimate activities of a public health department 
even though there may be danger of an under or over 
stress or some particular aspect of public health. It 
must be pointed out, however, that in this field some 
of our most bitter struggles have taken place in the 
past few years. We need only refer to the undue exten- 
sion of the teaching function of the government with 
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reference to maternal health, or child welfare, in which 
fields if adequate precautions are not taken the dangers 
of state paternalism and dogmatism are quickly multi- 
plied and very speedily amplified. Governmental con- 
trol of all educational agencies in the field of health, 
for example, would, unquestionably, bring about con- 
flicts in the field of morality, and virtual state or 
federal dictatorships in these controverted lines would 
result in much greater danger than those which such 
equivalent dictatorships have been devised to obviate. 
It is one thing, therefore to agree to the recommenda- 
tions of the Majority as formulations of principles 
and quite a different thing to leave the carrying out 
of these recommendations to the uncontrolled and un- 
restricted domination of certain specified groups, be 
they governmental or private. 


Group Payment of the Costs of Medical Care 


The third recommendation of the Committee touches 
perhaps most intimately the questions upon which the 
widest divergence of opinion will be encountered. The 
Majority recommends (page 120), “that the costs of 
medical care be placed on a group-payment basis.” The 
recommendation, to be sure, grants that “the continu- 
ation of medical service provided on an individual fee 
basis for those who prefer the present method,” is not 
precluded but, in general, the Committee, except for 
the Minority, agrees to the principle of group pay- 
ment for meeting the expenses of medical care. The 
report recognizes that this recommendation can be 
carried out in a large variety of different ways. Volun- 
tary codperative insurance; required health insurance 
for low income groups; aid by local governments for 
health insurance; salaried or subsidized physicians in 
local areas and various forms of State and Federal 
aid are the general heads under which the various 
schemes for group payment of medical service might 
be effected. Among the various subdivisions under these 
heads, recommendations of considerable importance to 
hospitals are also formulated. The report, for example, 
comments at some length upon voluntary hospital in- 
surance and upon the use of tax funds for local hospital 
service as well as for medical care of the indigent and 
the necessitous. These recommendations, without 
doubt, will elicit a considerable interest and extensive 
discussion among our hospital administrators and 
may go far toward modifying the conventional attitude 
upon some of these problems. 

It is concerning this recommendation that the 
Minority has taken its most effective stand against the 
viewpoint of the Majority. The Minority sees in the 
recommendation favoring the group purchasing of 
medical practice, a threat which will tend, “to destroy 

. ideals, disrupt . . . organization and completely 
commercialize . . . practice in the medical profes- 
sion.” The Minority opposes the Majority upon this 
point by stressing “the personal relationship of physi- 
cian and patient” which relationship, so the Minority 
contends, would be endangered by extensive group 
purchase. In this connection the Minority says: 
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“Tt is our belief that the Majority Report in many of its 
recommendations for group practice and group purchase and 
in its emphasis upon what may be called ‘mass’ practice in- 
stead of individual practice has completely lost sight of this 
primary postulate” (the personal relationship between physi- 
cian and patient, page 169). 

The principles laid down in this quotation are such 
as to merit the most careful study on the part of all 
those interested in the full meaning of medical care. 
In line with these thoughts, therefore, the Minority 
supports a number of measures which must be viewed 
most carefully and sympathetically by those who stress 
the professional as opposed to the economic aspects of 
medical care. The Minority recommends, for example, 
that the governmental practice of Medicine should be 
restricted rather than extended; that the government 
care of the indigent should be expanded with the ulti- 
mate object of relieving the medical profession of this 
burden; that the general practitioner should be 
restored to the central place in medical practice and, 
finally, that (page 176), “the corporate practice of 
Medicine, financed through intermediary agencies be 
vigorously and persistently opposed.” 

In this connection attention might here be called 
to one of the recommendations of the Minority. The 
Minority seems to assume that (page 171), “it is the 
duty of the state to give complete and adequate 
medical care to the indigent.” It may be seriously 
questioned whether this statement could be accepted 
even as a theoretical principle without all the implica- 
tions contained in governmental paternalism and a 
theory of the government which stresses the existence 
of the individual for the state rather than the existence 
of the state for the individual. When, however, this 
theoretical principle is translated into laws of social 
action, its implications become still more obvious. If it 
follows from the acceptance of this principle that 
therefore the state is bound to supply adequate medical 
care to the indigent to the exclusion of other methods 
of financing such care, we are confronted with the 
necessity of refusing all the well-recognized and most 
highly appreciated benefits which have come to our 
culture through voluntary charity and philanthropy. 
It must be granted that even if there are implied in 
charity and philanthropy many disadvantages, not only 
to the individual but also to society, it is also true that 
some of the finest flowering of our cultural life has 
been contributed to our civilization through the 
personal sacrifice of individuals in relieving human 
suffering. If the theory were universally accepted that 
the care of the indigent is the responsibility of the 
state, the religious orders of nursing Sisters and 
Brothers, for example, would find much less justifica- 
tion for their existence. 

Concerning the place of the general practitioner in 
medical practice, both the Majority and the Minoritv 
Reports have muck to say in explanation of the indi- 
vidual relationship between the physician and his 
patient, but, strange to say, while both reports agree 
upon the statement of the fundamental principle, the 
conclusions drawn from that principle are widely 
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diverse. The Minority Report frankly draws the con- 
clusion that by reason of this personal relationship, 
the position of the general practitioner of medicine 
must be strengthened, his scope must be enlarged and 
his preparation must be intensified. If this is done, the 
cost of physicians’ fees will be greatly reduced by the 
progressive restriction of the specialist to a less 
dominant position in medical practice. The Majority, 
on the other hand, concludes that the principle of 
personal relation is maintainable even within the group 
practice of medicine in which group very little place 
can be found for the general practitioner. These 
divergent conclusions are clearly based upon the pre- 
suppositions of the two reports. 


The Coérdination of Medical Services 

The fourth recommendation of the Committee sug- 
gests (page 134), “that the study, evaluation, and co- 
ordination of medical service be considered important 
functions for every state and local community.” In 
suggesting practical schemes for the carrying out of 
this recommendation, the Committee distinguishes be- 
tween temporary measures for promoting immediate 
action and permanent devices which are gradually 
being introduced. As temporary measures the Com- 
mittee suggests the study of local health and medical 
activities by medical, dental, nursing, and pharma- 
ceutical societies (page 135), “with representatives of 
appropriate public organizations.” This recommenda- 
tion will obviously give considerable comfort to those 
who hold that medical practice is the responsibility of 
the community rather than of the profession itself. Lay 
influence in medical practice has resulted in so many 
diverse results under different plans and in diverse 
localities that surely no one single statement concern- 
ing its advantages or its disadvantages would seem 
adequate to represent the whole situation. On the other 
hand, lay viewpoints in the practice of medicine seem 
so apt to miss the essentials and to focus all too readily 
upon accidental or incidental phases that one may 
question the wisdom of a procedure which lays stress 
rather upon the well-intentioned character of that in- 
fluence, than upon its effectiveness in supplying ade- 
quate medical care. Mere organization is not an end 
in itself. It is intended rather to be a means for the 
achievement of an end. When the viewpoints of public 
organizations are injected into discussions concerning 
medical practice, the dangers are all too immediate 
that social, economic, or administrative considerations 
should take precedence over strictly medical consider- 
ations often to the detriment not only of the individual 
but of the group of which the individual is a part. 
Perhaps such comments as these might be thought out 
of place at the present moment when, for effective 
service to a public much harassed by poverty, priva- 
tion, and disease, the codrdination of medical service 
with other forms of public activity are most sorely 
needed but, on the other hand, it is just in times such 
as this that it is important to lay stress upon those 
aspects of our national problem which are most apt 
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to be overlooked when the pressure toward organiza- 
tion may make us oblivious of other basic consider- 
ations. 
Professional Education 

The last recommendation of the Committee pertains 
rather to the preparation of the individuals giving 
health care than to the actual exercise of that care. 
With these recommendations it is rather easy to be 
in hearty agreement. Probably all agree that the physi- 
cian, for example, should be given better training in 
disease prevention and health maintenance ; that dental 
students should be given a broader educational back- 
ground; that the pharmacist should be given a deeper 
insight into his responsibilities and opportunities for 
public service, and that nursing education should be 
thoroughly remolded. Some of us might well question 
whether the development of nursing aids and atten 
dants will be a help or a hindrance to the nursing pro- 
fession and whether the education of nurse-midwives 
will be of material assistance to maternal welfare in 
certain rural communities, just as we might well ques- 
tion whether the hospital administrator of the future 
will be very much different from the hospital admin- 
istrator of the past, but whatever we think concerning 
disputed questions, the general trend of this last rec- 
ommendation is, undoubtedly, well directed. 


Conclusion 

This summary can hardly give a fair impression of 
the magnitude and the intricacy of the report we are 
reviewing. The document is an incalculably valuable 
one. While it is true that in some quarters this value 
has been questioned and that doubt has been expressed 
concerning the justification for expending large funds 
“merely to rediscover familiar truths,” the writer can- 
not but feel that the work of the Committee is more 
than commensurate with the sums of money expended. 
Data of unquestioned importance have been ac- 
cumulated, a large and helpful number of special 
studies have been scientifically made and copies of 
reports have been liberally distributed, the interest of 
ever-widening circles in the practical problems of 
medical economics has been enlisted, ever so many 
divisions of the great health army of the nation have 
been stimulated to increased activity and have been 
forced by the challenging character of the Com- 
mittee’s pronouncements to reéxamine their status and 
to justify anew their own existence and the various 
forms of their activity, and, finally, the medical profes- 
sion itself as well as its auxiliary professions have been 
brought to a keener realization of their own importance 
in our national life. Surely all of these results are 
worth achieving and whatever one may finally think 
of the various recommendations of the Committee, 
admiration for the work that has been done cannot be 
withheld. The organizers of the Committee and the 
contributors of the required funds have unquestionably 
deserved the appreciation, the gratitude, and the con- 
gratulations of the nation. 





The Cultural Phase of Nursing Education 
Anne G. Pauwells, B.S. 


not he who cannot read or write, or count or 

spell, but he who walks unseeing and unhearing, 
unaccompanied and unhappy through the busy streets 
and the glorious spaces of life’s pilgrimage.* To stamp 
the nursing profession as uneducated would be both 
an injustice and an evidence of warped judgment, for 
we know — everybody knows — that in its ranks are 
found some of the noblest characters that ever de- 
voted their lives to the service of humanity. 

Even without considering the élite of the profes- 
sion, we know that when the preliminary student en- 
ters the nursing school she is very shortly confronted 
by an imposing array of textbooks, reference books 
and whatnots; she is for the greater part of each day 
exposed to a succession of lectures, demonstratioas, 
quizzes, examinations, all intent on infiltrating into 
her more or less receptive mind the essentials of that 
great promoter of men’s destinies which we call edu- 
cation. And yet, when after three years we hand that 
student her diploma, can we say that we have truly 
educated her? Have we fitted her for the position in 
society to which, as a professional person she has a 
right to aspire ? 

Education considered in terms of credits and of com- 
pleted courses is a poor sort of education indeed, and 
the nurse who counts her chances for success in those 
terms can scarcely hope to achieve much more than 
mediocrity. 

The care of the sick includes much more than the 
technical and practical knowledge which the curricu- 
lum so liberally outlines for the student nurse. More 
and more the influence of mental attitude is being rec- 
ognized as a factor in the physical condition of pa- 
tients. In order to enable the nurse to understand those 
mental attitudes we give her a course in psychology. 
But theoretical psychology alone does not suffice. What 
the student needs is practical psychology. She needs 
to know, not so much how a mental adjustment is de- 
fined as how a mental adjustment reacts on the person 
who is making it. How, for instance, does a patient 
feel who has been taken from home and loved ones, 
who finds himself confined on a bed of pain, a patient 
who, perhaps, is filled with misgivings about his own 
condition and about the many problems that so 
strongly prey on the mind when the body is ill and 
weakened ? Has such a patient a right to expect mere 
than mere attention to his physical wants? Do the at- 
titude of the nurse, her gentleness, her thoughtfulness, 
her understanding of human nature, her tact, influence 
the patient’s well-being ? Of course they do. 

Take another phase of the problem — the nurse in 
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her relation to the physician. Here again mere tech- 
nical knowledge does not suffice. Why does it happen 
that nurses are at times looked down upon by members 
of the medical profession with less consideration than 
their standing warrants? Not because of lack of tech- 
nical knowledge, but rather because of the fact that 
those nurses are lacking in culture, that they fail to 
instill into their professional lives the ethics and con- 
ventions of society. While the ethics and conventions 
of the profession at times seem to allow a certain free- 
dom and frankness of expression, the conventions of 
society are far more exacting and exclusive, and only 
she who lives up to the ethics of society can expect to 
meet with the consideration her womanhood deserves. 

And how about the relation of the nurse to her co- 
workers, to society in general? Are they always such 
as to place the nursing profession on the high level 
which it should occupy? At times we hear it said that 
nurses lack culture and refinement. If they do, the 
fault lies not so much with the individual as with the 
system of education which has failed to provide what 
a well-known writer designates as the essence of edu- 
cation; namely, social contacts. 

In the majority of cases the preliminary student en- 
ters the nursing school shortly after having completed 
her high-school course. For the first time in her life 
she is away from family and from home surroundings. 
The greater part of her day is spent in the study of 
various phases of suffering. She at times encounters 
situations robbed entirely of the conventions of every- 
day life. 

During her hours off duty she is left to shift for her- 
self among new companions, new surroundings, with 
no other guide than the general and, of necessity, ar- 
bitrary rules of the school of which she has become a 
member. Is it surprising that under those circumstanc- 
es the young student turns blindly to the most excit- 
ing and often the most pernicious forms of recreation 
she can find ? 

Everything that is young in her rebels against the 
necessary restraint to which she is subject during her 
duty hours. She wills to get away from the sight of 
suffering and of pain and, in her efforts to do so, she 
often turns to relaxations which, of their very nature, 
are far from being cultural. ; 

There is no question about this: If we desire for the 
nursing profession a high standard of culture and of 
social recognition, we who are intrusted with the train- 
ing of the prospective nurses must see to it that, side 
by side with their technical and practical training, they 
imbibe the standards of refined society. We must see 
to it that the realism which they encounter in their 
daily work be counteracted by elevating and idealistic 
emotions. We must see to it that they have normal 
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outlets for the vitality which, for lack of a better word, 
I must designate as their “animal spirit.” 

The problem is indeed a difficult one. We cannot, 
without overburdening the students, add to the already 
crowded curriculum. Besides, mandatory and arbitrary 
measures tend to aggravate rather than to remedy the 
condition. Students are at an age which is not only im- 
mature, but is also very critical of everything — of 
ideas, of persons, and of things —and which keenly 
resents any interference in its chosen course of action. 
Therefore, guidance on the part of the school author- 
ities must be very discreet, almost undetectable. 

It would seem necessary then, that the student, of 
her own accord choose to live up to the patterns of per- 
sonality, of refinement, of ladylike behavior, and of 
social culture which she sees exemplified in her school 
authorities. The power of example will, I believe, prove 
more fruitful of good results than admonitions and cor- 
rections. We instinctively copy those whom we love 
and admire. It becomes necessary then, that the stu- 
dents learn to look upon school authorities as dear 
friends rather than as autocratic rulers intent on 
thwarting their every wish and desire. 

Then there is the power of reading. We all have, at 
some time or other, been distressed by the kind of read- 
ing our students do. Here again, restriction and super- 
vision will often lead only to surreptitious infractions. 
We must tactfully, unnoticeably substitute the best for 
the worst and for the mediocre. I speak of supplying 
just the right kind of literature in an attractive way ; 
leaving books and magazines about in the nurses’ home, 
on tables and library shelves so that everyone may 
have an incentive to nourish the mind on what is most 
noble and most true. Not many people will go far out 
of their way to look for a good book, but if they find 
it at their elbow just at the right time, few will resist 
the desire to leaf through it, and, once they have done 
that, the best chances are that they will read it to the 
end. 

We must not overlook the educational value of good 
reading, and this includes fiction. In fiction we come in- 
to contact with life situations which, in all probability, 
we shall never encounter in daily life, but which, never- 
theless, have their value in enlarging our horizon in 
taking away from us the realism of our own lives and 
in showing us how idealized characters act and talk. 
There is too little idealism in most of our lives and if 
anyone needs that uplifting power, surely none more 
than the nurse. Of course, I speak only of good, worth- 
while ‘iction. 

Nothing is so broadening to the mind as good read- 
ing. In it our students will find information which will 
enable them to carry on really interesting conversa- 
tions with patients and with others with whom they 
come into contact, and will thus free them of the re- 
proach so often made to nurses; namely, that their 
only topic of conversation is hospital talk. 

Some suggest the formation of clubs as a means of 
establishing social contacts. No doubt, they are val- 
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uable recreational agencies. To the objection that stu- 
dent nurses have little time, we might answer that they 
generally find time for what they really want to do. 
The only difficulty seems to be to find enthusiastic 
leaders who will be able to enlist the students’ interest. 

Many schools have undertaken social activities of 
various kinds: athletics, arts, literature, speech, and 
other forms of professional and religious activities. All 
these satisfy the demand for play and amusement; 
they give an outlet for superfluous energy; they de- 
velop muscles and nerves; they give assurance and 
poise. 

Singing, dancing, swimming, games, and dramatics 
bring out the better qualities of the individual. Social 
intercourse gives an appreciation of the social amen- 
ities of life and, therefore, it seems beneficial to enlist 
as sponsors of the student nurses’ activities individuals 
not directly connected with the hospital, outside 
friends who can do much for the girls by enlarging and 
broadening the sphere of their little world. 

The ability to take her place in society gracefully, 
whole-heartedly and inconspicuously is a valuable as- 
set to the nurse in her work. Her dignified, womanly 
self-possession at all times in society and out of it, is a 
potent factor in gaining the good will, respect and con- 
fidence of the general public, the physicians, patients 
and associates. 

It is our task to see that she be duly prepared to 
take that place. The task seems a difficult one, but | 
believe that the hospital that is willing to assume ad- 
ditional burdens for the sake of developing student 
nurses along cultural lines will find the effort well re- 
paid by increased loyalty, better accomplishment, and 
greater coOperative spirit on the part of its students. 


DISCUSSION 
Sister Helen Jarrell, R.N., A.M. 


After listening to this excellent paper, I feel that the 
writer has covered her subject very well. However, 
there are a few remarks I wish to make pertaining to 
the relations that should exist between the students 
and those who have the great privilege of molding their 
young plastic characters and leading them on to higher 
and better things. 

The great St. Augustine said of St. Ambrose, by 
whose eloquence he was in part converted, “I began to 
love him, not because of the truth he taught me, but 
because he showed me affection and good will” and 
Socrates is reported to have sent an unruly boy back 
to his father with the words “I can do nothing, for he 
has no affection for me.” 

“Personal sympathy and friendliness” for students 
were given first places more than 70 times by 76 ad- 
vanced students in a prominent university question- 
naire. This shows the great necessity of coming close 
to our students and making them see and understand 
that everything which is done for them is for their own 
good. 

The power of the directress of nurses is moral rather 
than intellectual. It comes from the glow of moral and 
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spiritual life that somehow energizes her students; 
only her good example can vivify and make attractive 
her teaching. Not, therefore, what she teaches, but 
what she is, teaches. Lengthy instruction does not 
reach the springs of conduct as does character and 
character only can build character. “Example is the 
school of mankind,” says Edmund Burke, “and they 
will learn in no other.” 
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The personalities of those with whom the students 
come into contact are at the root of all moral educa- 
tion and culture in the school. The poise, self-control, 
courtesy, kindness, sincerity, ideals and attitude to- 
ward life are inevitably reflected in the characters of 
the students, and the learned Bishop Spalding tells us 
“What we believe and love, more than what we under- 
stand, molds character and shapes destiny.” 





George Parker, Ph.B., M.D., F.A.C.P. 


discuss hospital service before a group of hospital 

representatives who, no doubt, know more about 
the subject than does the physician.* My excuse is 
based upon thirty years of active practice, twenty-five 
of which have been spent as an attending physician in 
Peoria. Knowledge of this subject has also been ob- 
tained from a personal study of hospitals in this coun- 
try and abroad. 

The physician sends his patient to a hospital primar- 
ily because he believes this patient will receive atten- 
tion, care, and treatment which cannot be given in the 
home. 

The manner of admitting the patient to the hospital 
is of great importance. It is often the patient’s first in- 
troduction to such an institution. He is sick, timid, and 
afraid of a change from the comforts of home; Where- 
fore, the initial greeting of hospital attendants should 
be cheerful and reassuring. Rooms should be assigned 
quickly, consideration being given to the patient’s abil- 
ity to pay for accommodations as assigned. 

In this day of frequent automobile accidents hos- 
pitals are suffering heavy financial losses because ir- 
responsible patients are rushed to the hospital’s doors 
and demand attention. Let it be said to the credit of 
practically every institution that such cases are ten- 
derly received and given first aid without quibble. This 
procedure is humane and just, but is becoming an in- 
creasing financial burden to hospital authorities. It 
seems practical and fitting that philanthropic citizens 
should recognize such need and make bequests to 
worthy institutions for the care of indigent emergen- 
cies. Such bequests could be designated by some such 
term as a “Hospital Emergency Fund,” and, no doubt, 
automobile associations and dinner clubs would gladly 
spread propaganda relative to the existence of such a 
fund. Judicious advertisement along these lines might 
be well worth some initial expense, as frequently 
people of means are in search of some worthy cause 
for charity. Hospital receipts from paying patients cer- 
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tainly cannot meet the deficit incurred by the care of 
such accident cases, and the community has no right 
to shift the burden on to the institution which is al- 
ready hard pressed by its caring for the needs of other 
indigents. 

Admitting the Patient 

After patients have been assigned to quarters, they 
should be made comfortable just as soon as possible. 
If physician’s orders have not already been given, no 
time should be lost in locating the doctor and obtain- 
ing them. In most cases measures for comfort can be 
taken in advance of orders, a cold drink given, a cup 
of hot tea, or a hot-water bottle, as indicated. 

The routine care and the nursing of patients in a 
hospital depends upon the thoroughness with which 
the nursing force is trained and supervised. In other 
words, if there is a nurses’ school it must be an effi- 
cient one. No such school can be efficient without the 
following : 

1. Discriminating selection of applicants who meet 
proper entrance requirements. 

2. Capable teaching in the classroom with quizzes 
and examinations. 

3. Expert floor training. 

4. Capable supervision to check up head nurses and 
others to make contact with the visiting physicians. 

5. A superintendent of nurses or a supervisor one of 
whose duties it is to receive complaints from all 
sources, from nurses, patients, and physicians, and to 
see that such are taken care of diplomatically. 

6. Discipline as essential in the nurses’ school as it 
is in the army. 

Although I am well aware that some patients are 
unreasonable, quarrelsome, and exacting, yet most sit- 
uations that arise can be handled to the satisfaction 
of all if judicial foresight is practiced. Personally, I be- 
lieve that it should be an axiom in hospital service to 
start with the premise, “The patient is always right.” 

Patients soon learn when their medicine is due, as 
well as the character of the medication. If a dose is 
missed, or the wrong medicine offered, their confidence 
is at once disturbed. 
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The Matter of Food 


The next subject I wish to bring to your attention 
is that of food. If it is true that an army travels on its 
stomach, it is equally true that hospital patients de- 
mand good food, well prepared, and properly served. 
The physician has the right to expect from any up-to- 
date hospital that modern dietetic methods be used. 
The first essential is an up-to-date kitchen; the sec- 
ond, modern method of food transportation from kitch- 
en to bedside, whether hot or cold, as the case may be; 
and the third, a skilled dietitian with enough assistance 
to supervise the preparation of all possible combina- 
tions of foods, giving due consideration to caloric re- 
quirement. 

In one California hospital with which I am familiar, 
the convalescent patient has the privilege of ordering 
from a menu card. In certain cases, such as diabetes 
and nephritis, it is necessary to give, either to the pa- 
tient or to some responsible member of his family, ac- 
~ tual instruction in the diet kitchen. Often this instruc- 
tion must be modified to meet the intellectual ability 
of the patient. Out-patient dietetic service is becoming 
very popular in certain communities, a service which 
is a valuable means of bringing more people into con- 
tact with the institution. Good food, well prepared and 
daintily served, is a good advertisement for any hos- 
pital. A good dietitian helps to dispel injurious and in- 
correct information concerning numerous dietetic fads, 
which are buffeted about in every community. 


Laboratory Service 


Other important departments in a hospital are those 
giving clinical, pathological, and roentgenological lab- 
oratory service. In these departments the patient and 
physician should receive the best service a hospital is 
capable of giving. Clinical investigations in these de- 
partments are of the utmost importance to the hos- 
pital, the patient, and to the physician. Mistakes are 
costly to human life and to the reputation of the in- 
stitution. Recently two of our Peoria hospitals have 
employed a full-time, competent physician to direct 
their clinical and pathological laboratories. Their ser- 
vices have been invaluable to all concerned, and al- 
ready lives have been saved by means of this service. 
The increase in the number of post mortems and of 
clinico-pathological conferences already has improved 
the skill and competence of attending physicians. 
These hospitals are to be congratulated upon this far- 
sighted policy. The additional expense incurred is eas- 
ily met by the increased number of examinations of a 
remunerative character conducted in the hospital. The 
roentgenological department needs no comment except 
to state that the physician in charge should be suffi- 
ciently well trained to give good service in diagnostic 
and therapeutic work. 

Special Departments 
Departments of hydrotherapy and mechanotherapy 


are essential for service to patients and physicians. 
There is no reason why most hospitals cannot give 
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hydrotherapy as effectively as it is given at any of the 
famous spring resorts established throughout the coun- 
try. One word of caution should be injected here, and 
that is that a careful diagnosis and recommendation 
for the specific kind of therapy should be required 
from the physician. Deaths can occur in the hydro- 
therapy department or the condition of a patient be 
made worse if this precaution is neglected. 

Operating, obstetrical, and urological service require 
both effective supervisorship and a competent nursing 
school. New equipment for these departments is best 
installed after consultation with the physicians who ex- 
pect to use the department and not upon the recom- 
mendation of a supersalesman, or upon that of the hos- 
pital economy board. 

Visiting privileges in most hospitals are sadly abused 
to the disadvantage of the patient visited as well as to 
that of his neighbor. Hospitals are all noisy and if you 
doubt this fact, you can easily verify it by spending 
a night in one of the corridors of any hospital. Radios 
have become both a blessing and a nuisance. Comfort- 
able head phones are now available for all radios and 
the seriously ill or nervous patient need no longer be 
annoyed by his convalescent neighbor who insists on 
listening to a ball game while he himself wishes to 
sleep. 

It is desirable that hospitals look forward to the es- 
tablishment of separate pediatric, neurological, and 
contagious departments as an advance of merit and a 
service to patient and physician. 

In closing, I should like to say that the suggestions 
I have given are not presented in a spirit of criticism 
but purely from the standpoint of helpfulness to the 
hospital, the sick, the Sisters, or nurses, and the phy- 
sicians ; for we all labor together for one good cause 
the care and comfort of the afflicted. 

Illinois Dietetic Association to Meet 

The annual meeting of the Illinois Dietetic Association will 
be held at the Belden Stratford Hotel in Chicago, February 
10 and 11. 

Among the speakers will be Dr. Malcolm Mac Eachern, of 
the American College of Surgeons; Dr. Solomon Strouse, of 
Michael Reese Hospital, Chicago; Miss Swain, director of 
home economics of the Chicago public schools; Dr. F. W 
Tanner, head of the bacteriology department of the University 
of Illinois; Miss Helen Bennett, of the administration of the 
Century of Progress; Dr. A. H. Parmlee, of the Cook County 
Hospital; Mrs. Thelma Porter Levin, of the department of 
home economics of the University of Chicago. 

Some of the subjects to be discussed are: Newer Concepts 
in Dietetic Management in Kidney Disease, Food Poisoning 
and Infections, Newer Aspects of Infant Feeding, Calcium 
Balance, in Growing Children, Marketing, Hotel and Hospital 
Kitchens, Century of Progress. 

Miss Sarah Elkin, of the Mandel Clinics of Michael Reese 
Hospital, is president of the Illinois Dietetic Association, and 
Miss Alice H. Klinger, of Michael Reese Hospital, is secretary 


Nurses Hold Open House 


The nursés of St. John’s Hospital School of Nursing, Spring- 
field, Ill., held the annual open house in the drawing room of 
the nurses’ home on the afternoon of December 18. Enter- 
tainment was in the form of a musical and silver tea. 





The Psychopathic Ward in a General Hospital 
Egbert W. Fell, M.D. 


should not be cared for in a special ward in a 
general hospital.* The possibility of such care has 

long been recognized by psychiatrists but it is only re- 
cently that sufficient interest has been aroused to pro- 
voke discussion in journals devoted to hospitals and to 
hospital management. It is now beginning to be looked 
upon as a duty that the hospital owes to its public. The 
proper operation of such a ward calls for special quar- 
ters, equipment, and personnel, and before starting on 
a project that will necessarily be of slow growth and a 
matter of some expense, it is well to inquire into the 
need for such an innovation in your particular locality. 
It can be said that about three per thousand of the 
general population are definitely insane. In a county 
the size of Winnebago (Illinois) with a population of 
100,000 there are about one hundred commitments per 
year. The cases of mental disease in which commit- 
ment is not considered, care being given in sanitariums 
or at home, would probably number twice that many. 
Acute short-course mental troubles are frequent and 
are but inadequately cared for at home or in general 
hospitals. In addition to these there is the very large 
group of psychoneurotics and border-line cases that 
can be considered as prospective patients. The fre- 
quency with which practitioners encounter psychotic 
conditions that should have special care is an indica- 
tion of the need of some local provision for this care. 
If such provision exists and is adequate, the desirability 
or the undesirability of a duplication of service should 
be carefully considered, but in its absence it would 
seem that a community of 100,000 should easily be able 
to support a psychopathic ward in a general hospital. 


r \HERE is no a priori reason why mental patients 


Advantages of Psychopathic Ward 

The advantages that such a ward has to offer are, 
first and most important, that it is able to furnish gen- 
eral hospital care for mental cases at reasonable cost 
at a time when such care will do the most good. Men- 
tal patients will, undoubtedly, be brought to a general 
hospital by relatives for care at a much earlier period 
than at which commitment or confinement in a sani- 
tarium would be considered. Persons who are mentally 
ill are often so as a result of some medical or surgical 
condition that can only be handled to advantage with 
general hospital laboratory and other equipment. Pri- 
vately operated mental hospitals, no matter how well 
intentioned the management, can ill afford the X-ray 
laboratory and surgical equipment that is already at 
hand in a general hospital. Close contact with men do- 
ing internal medicine, surgery, and the specialties will 
make consultation more easy and more frequent to the 
advantage of the psychotic patient. 
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To the hospital itself the advantage of a mental ward 
is that of getting the mental cases out of the general 
wards. It provides proper care for post-operative and 
post-confinement psychoses arising in the hospital as 
well as for the cases of delirium developing in the 
course of fevers and other acute illnesses. It provides 
material for the instruction of the student nurses that 
would not be available otherwise. Lastly, it is an addi- 
tional source of revenue. Patients who develop. psy- 
choses need not be disposed of and nervous and mental 
ailments need not be a bar to admittance to the 
hospital. 

To the physician the advantage is that of early 
diagnosis and care for his nervous and mental patients 
without loss of contact. To the public the advantages 
are, aside from those already mentioned, that the spe- 
cial ward in a general hospital takes the place of a psy- 
cliopathic hospital when one is not available. Insane 
persons can be kept there instead of in jail pending 
commitment and it can be used as a place of detention 
during study of the mental condition in legal cases for 
the county court, states attorney, and probation office. 
By arrangement with county, welfare, and school au- 
thorities the psychopathic ward might easily become 
the nucleus of a mental clinic serving all the public 
agencies of the community. 


Equipment Necessary 

Having decided in favor of a ward for mental cases, 
what should be the minimum equipment consistent 
with good service? In the first place, suitable quarters 
should be provided. This department must be suffi- 
ciently separate from the other wards to insure pri- 
vacy to the patients in the ward and to prevent a con- 
tact that might be disagreeable to patients in other 
wards. In order to make the rate elastic there should 
be ward beds as well as private rooms. Rooms as nearly 
soundproof as may be should be provided for delirious 
and otherwise disturbed patients, and a part of the 
rooms should have windows sufficiently guarded and 
doors of adequate strength to make the care of violent 
persons reasonably easy and safe. 

The ever-present possibility of suicide makes quite 
necessary a rather different sort of equipment of rooms 
than is used in a general ward. Lights should, for in- 
stance, be in the ceiling and light switches outside the 
room rather than inside. The room door should prefer- 
ably open outward and should lock from the outside 
but not from the inside. The closet in the patient's 
room should be kept locked. There should be no cor- 
ners, books, nor projections over which a piece of sheet 
might be looped nor should light cords or other such 
articles be left in the room. Radiators should prefera- 
bly be covered and windows protected by screens. The 
less unprotected glass the less the accident rate will be. 
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These and other like details are as A B C to one ac- 
customed to work in a mental hospital but to the un- 
initiated their importance may be apparent only after 
an unfortunate and perhaps expensive accident. It is 
well to keep in mind that in undertaking the care of 
insane persons one assumes a certain degree of legal 
responsibility. We are required to use at Jeast the 
amount of care and judgment in protecting our charges 
from themselves and from each other that is ordinarily 
used in handling this class of patients. It is a safe rule 
that an excess of caution is better than a shortage of it. 

Recreation space about equal to that used for sleep- 
ing quarters should be provided. A wide, well-lighted 
corridor, a sun porch, a room equipped for occupation 
will answer this requirement. Tables and material for 
card and other games are needed and also some definite 
plan should be in mind for furnishing outdoor exercise 
and amusement, though this latter is not as important 
as it is in a sanitarium where the length of stay is 
greater. Such elements as comfort and attractiveness 
should not be neglected but it should be remembered 
that the ward is primarily a hospital rather than a 
boarding house for the insane. 

The treatment room, if not in the ward itself, should 
be of easy access without the necessity of passing 
through the corridors of general wards. The equipment 
of this room will necessarily depend on the size of the 
ward and the amount of money to be spent, but should 
as a minimum provide pack and massage tables, a 
spray bath and, more especially, a continuous tub. A 
light cabinet, electric blanket, diathermy, and other 
special apparatus may be added as desired. 


The Personnel 


It had been taken for granted that a suitable per- 
sonnel is obtainable. This personnel should consist first 
of a psychiatrist who should have general charge of 
the ward and be available for consultation in cases be- 
ing handled by physicians having no special training 
in psychiatry. Second, there should be more or less of 
a permanent force in order to give continuity of serv- 
ice. This permanent force may consist of one individuai 
or of many depending on the size of the ward and other 
variable factors, the chief point being that it should 
include someone trained in this line of work and cap- 
able of giving instruction to others. Student nurses may 
be shifted to meet the requirements of the training 
schedule and the exigencies of the service. 

The case records should be those usually kept in the 
hospital plus a complete record of the mental examina- 
tion and rather frequent follow-up notes in view of 
possible legal complications as well as from medica! 
interest. The requirements, as to records and reports, 
of the state department having supervision of the care 
of the insane in the state should be met in a codpera- 
tive spirit. Facilities for the giving of the Binet and 
other special tests not usually made in a general hos- 
pital should be at hand. 

The types of cases that might with advantage be 





HOSPITAL PROGRESS 11 


cared for in a psychopathic ward are the acute deliria 
and psychoses of exhaustive or infectious origin. Such 
troubles run a comparatively short course and respond 
well to treatment in bed with hydrotherapy. Tem- 
porary care can be given in other acute psychoses pend- 
ing decision as to the advisability of commitment and 
in obscure cases where careful study is necessary fot 
diagnostic purposes. Long-time cases may be taken for 
more permanent care at a correspondingly lower rate 
The care of drug addicts and alcoholics might be con- 
sidered as a revenue-producing measure and as a public 
duty, but on the whole they are troublesome and not 
of themselves desirable especially in contact with men- 
tal cases. In handling such a person it is well to remem- 
ber that his constitutional rights prevent us from de- 
priving him of his liberty against his will, no matter 
what the wishes of his relatives unless in addition to 
his addiction he suffer from an evident psychosis. 
Another matter worth considering and which is in 
effect in sanitariums is that of making a flat rate per 
week or per month. This plan has distinct advantages 
from the standpoint of the hospital as well as from 
that of its patrons which should be plainly evident. The 
rate should be as all-inclusive as possible so that extra 
charges may be largely eliminated. By a proper fixing 
of the rate the hospital will lose nothing and will be 
spared complaints. The relative who pays will be bette: 
abie to estimate his future expense and will be spared 
the annoyance of extra charges on his weekly bill. 


VISITING THE SICK 

The following clipping from The Ave Maria has been sub- 
mitted by a Catholic hospital for reproduction in HosprraL 
PROGRESS : 

A large hospital recently made an appeal to the relatives 
and friends of its patients to cut to the very minimum their 
visits to the institution. This done in the interests of its 
patients, many of whom were found to be in a worse condi- 
tion after a day when many visitors were admitted. While no 
two or three, or even a half dozen visitors, might make any 
appreciable difference in the condition of the sick, it is to be 
remembered that in a hospital where there are many patients, 
each of whom has three or four callers, the constant tramping 
up the stairs and through the corridors will, in the end. be- 
come a strain on the nerves of anyone who is really sick. 
Besides, the visitors of any one person in a ward, are natur- 
ally the visitors of all the others who cannot help being 
annoyed by the conversation that is carried on in the room. 
Too many of us, it would seem, are thoughtless in this re- 
gard. We visit people, to be sure, intending to do an act of 
kindness by cheering them up, but very often they are in no 
condition for our conversation and are seriously annoyed by 
our intrusion. Quiet and rest are what most sick people need. 
We realize this when we are gravely indisposed ourselves, 
and should not forget it in the case of other people. Those 
who intrude into a sickroom in spite of the sign “No Visitors,” 
that has been ordered placed there by the doctor, are a real 
menace to society, and should be locked up somewhere until 
they learn how to associate with human beings. People who 
crave visitors do not usually confine them in hospitals, and 
however buoyant we may be feeling ourselves, we ought to 
remember that our sick friends will probably not be helped 
by much visiting. 








The Importance of Nurses’ Charting 
E. F. Moore, M.D. 


pitals is the nurse’s chronicle exhibited during 

the patient’s stay in the hospital.* The purpose 
of the nurse’s charting is to present from a medical 
viewpoint a written picture of the patient’s history. 
This picture is essential to a clear understanding of the 
progress of the patient, and its value depends on three 
qualities: accuracy, adequacy, and simplicity. How- 
ever, in the modern hospital, charting has become much 
more complex than its rather simple forerunner of two 
decades ago, and, therefore, to maintain the above 
qualities, some specific and detailed instruction must 
be given to the nurse during her period of training. 

Such instructions should not be passed over by 
merely giving a few general pointers. Allowing the stu- 
dent to pick up her own individual charting method, 
on the divisions, in a haphazard manner, by following 
vague suggestions of her various supervisors or by ob- 
serving methods, whether good or bad, used by her 
seniors or graduate nurses may prove a poor educa- 
tional policy. Sufficient emphasis is not laid upon this 
important phase of the nurse’s training, and as a re- 
sult, the nurse’s chart does not present the clearcut 
picture that it should. 

Definite details in charting are necessary for the 
proper training of the nurse. It is not enough that she 
be told where she will make certain notes, but she 
should be instructed as to what she will write in the 
various spaces on the chart, and in some cases, even 
the exact words she will use should be specified. For 
this purpose it is well that a typewritten or printed 
set of directions for charting be provided, one that the 
student nurse may study and refer to as a tangible 
guide while at work on the divisions. Howéver, such 
rules should be thoroughly explained and their impor- 
tance impressed upon the nurse. This should be done 
before a nurse is required “to keep a chart.” 

Where such detailed instruction is not carried out, 
the nurse left to her own resources may fail to make 
accurate observations, or record inadequate notes, or, 
in her zeal, fill the chart with numerous irrelevant and 
trivial happenings, making a voluminous report which 
leads to confusion and wasted effort, both in the writ- 
ing and in the reading of the notes. All of the above are 
equally faulty and are not to be condoned, but can be 
expected if training in charting has not been sufficient. 

Universal uniformity of charting would be very de- 
sirable, but it is not necessary. However, uniformity of 
charting is a necessity in a hospital, and it is the prob- 
lem of each training school to work out a system which 
is adequate for local needs and which, in a general way, 
conforms to the general methods of charting evolved 


N OT the least important service rendered by hos- 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Ill., May 4-5, 1932. 


during the past years. Having decided after due con- 
sideration upon certain rules for charting, the students 
should be instructed in the details of the methods, and 
be required to adhere to these rules. In this manner 
only, can charting by different nurses in various parts 
of the hospital be kept uniform. 

In our hospital the graphic chart is to be used as 
much as possible, using only the bedside-notes sheet, 
on short periods on all cases, and on such patients as 
are acutely ill or in a critical condition. The following 
rules have been assembled for the training of our 
students. 

Rules for Charting 


. Charts must be started immediately after patient reaches 
division. 
2. All charting must be printed with ink. 
3. Charts shall be arranged as follows in order: 
a) Treatment record, physician’s orders. 
b) Graphic chart. 
c) Bedside notes. 
d) History, physical, progress, and consultation sheets. 
e) Laboratory reports, X-ray reports, etc. 
f) Face sheet. 
The Graphic Chart 

. Each sheet must bear the patient’s name, surname first, 
register number, date of admission, room number, and 
service. 

. The month shall be written after “Date” in the upper 
left corner of the ruled area, and the day of the month 
shail be placed on this same line, but over the part ruled 
off for that day. The days shall be separated by a line 
drawn in red ink through the graph at 12 o’clock midnight 

. The blank space immediately below “Date” shall be filled 
in routinely with the following phrases: “Hospital Day” 
or “Post-Operative Day” in surgical cases with operation. 
However, when the physician in charge or the intern di- 
rects, the phrase “Day of Disease” shall be placed in this 
space. Accordingly, the day number shall be placed in the 
appropriate space beneath the day of the month. 

. In the next space are the terms “Pulse” and “Temp.” head- 
ing columns with numbers from 30 to 170 and 94 to 108. 
respectively. The numbers indicate the horizontal levels on 
which the various temperatures and pulse and records 
shall be charted. 

. The time shall be written in spaces to the right, and black 
ink shall be used from 7 a.m. to 7 p.m. and red ink from 
7 p.m. to 7 a.m. 

. All temperatures shall be oral unless otherwise directed. 
Temperatures taken otherwise shall be designated as fol- 
lows: “AX” for axillary temperatures, and “R” for rectal 
temperatures. This designation is to be placed over the 
temperature dot. Black ink shall be used for temperatures. 

. The temperature dot shall be about the size of a pinhead 
and shall be placed in the appropriate space midway be- 
tween the vertical lines. 

. The pulse shall be written in red ink in the same manner 
as the temperature. 

. The dots shall be connected by lines drawn to adjacent 
ones and the respective colored ink shall be used. 

. Using the lowest line of codrdinately ruled area the various 
notations below shall be made at, or near, the time they 
occurred. 
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a) (1) Admitted: walking, in wheel chair, or stretcher. 

(2) Discharged. 

(3) Transferred. 

(4) Expired. 

(5) Left hospital without permission. 

Important symptoms or changes in condition of 

patient: 

(1) Chill, convulsion. 

(2) Stupor, coma. 

(3) Hemorrhages (from mouth, wound, nose, etc.). 

(4) Cyanosis, dyspnea. 

Medication: 

(1) Drug given and dosage; e.g., tinct. digitalis gtts. xx. 

(2) Serum given; e.g., diphtheria antitoxin 10,000 
units. 

(3) Anything given by needle; e.g., saline solution 
500 cc. Sub. C. or glucose 10 per cent sol. 500 
cc. intra. V., etc. 

(4) Drops in eyes; e.g., Rx drop in each eye. 

Procedures carried out by nurse: 

(1) Catheterized. 

(2) Temperature sponge. 

(3) Dressings; e.g., right arm dressed. 

(4) Restraints applied. 

(5) Wound irrigated. 

Procedures carried out by the physician in charge: 

(1) Dressings; e.g., abdomen dressed. 

(2) Sutures, drains, or packs removed; e.g., 2 sutures 
removed. 

(3) Paracentesis; e.g., paracentesis thoracic 500 cc. 
straw-colored fluid. 

(4) Lumbar puncture. 

(5) Splint applied; e.g., Hodgen splint applied. 

(6) Cast removed; e.g., cast removed from right arm. 

f) Temporary departure of patient from division: 

(1) To X-ray. 
(2) To physiotherapy. 
(3) To operating room. 
(4) To doctor’s office. 
g) Cultures made; e.g., blood culture, throat culture, etc. 
h) Tests made; e.g., Basal metabolism, Widal, Schick, 
Wasserman, P.S.P., Mosenthal, etc. 


b 


s 


d 


a 
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. In charting the administration of a drug otherwise than 


by mouth, the following abbreviations shall be used: 
Intravenously — Intra V. 

Intramuscularly — Intra M. 

Intraspinously — Intra S. 

Subcutaneously — Sub C. 

Intrasinously — Intra Sinus. 

Per Rectum — Per Rect. 


. Respirations shall be written in black ink in the space, 


under proper time. 


. Stools shall be indicated in the space provided by the 


mark “X”: if result of enema, add letter “E.” 


. Urine shall be indicated by check mark, and if total out- 


put is measured the amount shall be entered; e.g., 1500 
(cubic centimeters being implied). 


. Fluid intake when measured shall be totaled and the 


amount (cc. being omitted) shall be entered on chart in 
the space provided. 


. Orders and changes shall be written in the space provided 


with no margin as follows: 

a) Admission orders shall begin on the first line, each or- 
der being written on a separate line. 

b) After admission orders, all other orders, shall be writ- 
ten nearest time given. 

c) S.O.S. orders shall be written only when given. 

d) P.R.N. orders shall be written each time given. 
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On each successive page all orders in force shall be 
written beginning on first line and in the order given. 
f) Operation cancels all preoperative orders. 

g) Orders shall be discontinued or canceled by writing the 
order and after it, discontinued or canceled with the 
date; e.g., Aspirin gr.v.t.i.d. (disc. 2-15-32) 


e 










Bedside Notes 

20. Bedside notes shall be started on every patient, and shall 
be continued until the patient is seen to be pursuing an 
uneventful course. Then at the instance of the physician 
or supervisor, they shall be discontinued, and the graphic 
chart will suffice. However, on change of the condition of 
the patient, at order of the physician or supervisor, bed- 
side notes shall be restarted. 

21. Notes from 7 a.m. to 7 p.m. shall be written in black ink; 
from 7 p.m. to 7 a.m., in red ink 

22. On admission the following notes shall be made: 

a) Method of admittance. 

b) Chief complaint. 

c) Preliminary care, if any; e.g., emergency room 
d) Seen by doctor. 

e) Put to bed, etc. 

23. Since bedside notes supplement the graphic chart mere 
duplication does not accomplish this. Therefore, the pulse, 
temperature, and respiration need not be entered on bed- 
side notes. The following notes shall be made: 

a) Symptoms observed, particularly new or prominent 
ones. 

b) Diet and how taken. 

c) Medication. 

d) Defecation and description. 

e) Urine. 

f) Changes in condition and description 

g) Summary. 

24. The summary shall be made at 12 o'clock midnight. This 
shall include maximum and minimum temperatures, fluid 
intake and output if measured, special medication, prom- 
inent symptoms, and a brief appraisal of patient’s condi- 
tion. The appraisal should be based on evidence shown in 
notes; i.e., T.P.R., strength of patient, character of pulse, 
mental state, conscious or unconscious, and should be 
phrased in the following terms; namely, good, fair, poor, 
serious, or critical. 





















































Catholic Hospital Executives Meet 






The twelfth annual round-table conference of Catholic hos- 
pital superintendents of the diocese of Buffalo, N. Y., was 
held at Charity Hospital on November 28. Over 40 executives 
were present for the session, which lasted for three hours. 

Some interesting and instructive addresses, followed by 
discussions, were delivered on hospital costs, schools of nurs- 
ing, compensation laws affecting hospital cases, duties of 
chaplains toward the hospital and its patients. Rev. Dr. John 
P. Boland, D.D., diocesan director of hospitals, presided at 
the meeting and also delivered an address. 

Nuns Take Over County Hospital 

The Sisters of the Religious Hospitallers of St. Joseph of 
Chatham, N. B., Can., will soon take over the management of 
the Langlade County Memorial Hospital at Antigo, Wis. By 
a unanimous vote, on December 5, the hospital association, 
which formerly operated the hospital, decided to transfer the 
building and equipment to the Sisters with the understanding 
that the present name of the institution be retained, that it 
be operated on a nonsectarian basis, and that the sisterhood 
assume outstanding indebtedness. 
























Hospital Installs New Service 





St. Elizabeth’s Hospital, Belleville, Ill, will soon install an 
information desk in the lobby of the institution. An attendant 
will be on duty at this post from 7 a.m. to 8 p.m. every day. 








Conditions Affecting Growth and 
Development of the Normal Child 
Robert E. Cummings, B.S., M. D. 


HEN we realize that the average baby gains 
\ an ounce a day during the first three months 
of life, doubles its weight at about six months, 
and trebles it at one year, it is not hard to understand 
why the subject of growth and development is of such 
tremendous importance to us.* During no part of hu- 
man life is there a greater rate of growth and physical 
development than during the first year. The future of 
the child both physically and mentally depends on what 
happens during this time; it is, therefore, important 
to detect any factor which may impair growth and 
development. 

Our present views have repealed, in the main, the 
law of the jungle, which eliminated the less fortunate 
and weak by starvation, disease, and cannibalism. But 
our present methods can hardly be labeled intelligent. 
It behooves us, therefore, to apply what is really known 
while we are investigating that which is unknown. If 
reading this paper before my audience will be the 
means of disseminating knowledge to mothers, fathers, 
and teachers, its creation will be justified. 


Heredity 

Society has long since recognized the importance of 
heredity. An understanding of heredity is important in 
the interpretation of the individual with whom we deal. 
Our estimate of his capabilities or liabilities can only 
be accurate when we understand his hereditary back- 
ground. 

Pre-Natal Care 

It is a well-known fact that many conditions which 
impair growth and development can be successfully 
prevented by intelligent pre-natal care. Many diseases, 
of which syphilis is the outstanding one, can be de- 
tected and treated prior to the birth of the child. The 
growth and development of many children suffer from 
prematurity. There is no doubt that the incidence of 
prematurity can be greatly reduced by pre-natal care. 
Therefore, we must admit that the best means of pre- 
vention and the control of fetal and early’ infant mor- 
tality are first the education of the public to expect and 
demand good and consistent pre-natal and post-natal 
care of mothers and infants. 


Nutrition 


Of all the conditions which influence growth and de- 
velopment nutrition is the most important. The su- 
periority of breast feeding is so firmly established in 
pediatrics that it is almost universally accepted with- 
out controversy. The young mother must be impressed 
with the importance of breast feeding. Taking breast 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Ill., May 4-5, 1932. 
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milk away from the infants increases the mortality rate 
by 10 per cent. Too often physicians fail to appreciate 
the fact that both the mother and baby must be taught 
how to utilize this valuable food. Failure is often due 
to irregular and inadequate emptying of the breasts. It 
has been demonstrated that to nurse a baby over a long 
period of time regular and complete emptying of the 
breasts is essential. If the baby fails to do this in the 
act of suckling, because of weakness or prematurity it 
must be accomplished in some other way. The most 
convenient method is by regular manual expression, 
but a breast pump greatly simplifies the procedure. 

More babies are artificially fed now than ever be- 
fore. This can be attributed to economic changes and 
social tendencies. Under such conditions proper artifi- 
cial food becomes the only alternative. The feeding of 
babies artificially has been greatly simplified in recent 
years; simple dilutions of whole milk and boiled water. 
to which are added an easily assimilated carbohydrate, 
fulfill the nutritional requirements satisfactorily. All 
milk used in infant feeding should be boiled. Many be- 
lieve that the milk is in no way harmed by boiling and 
it is the only effective way of destroying the organisms 
of milk-borne diseases and of breaking down the casein - 
curd so it may be readily digested. 

Prior to the beginning of the present century the 
opinion prevailed that knowledge of the physiology of 
nutrition had reached a point beyond which there was 
little possibility of progress. This we know was un- 
true since that time extensive work on nutrition has 
gone on in the past decade and has yielded rich re- 
sults. For years we were content to believe that fat, 
protein, carbohydrate, salt, and water were all that 
were necessary for growth and development. The exis- 
tence of at least six vitamins is now recognized, and 
the foods from which these are derived are known. We 
know that orange juice and tomato juice are rich in 
vitamin C, the administration of which is responsible 
for the prevention of scurvy. 

Over three hundred years ago Glisson described 
rickets, but it has only been in the past two decades 
that we know how to prevent and cure it. In no phase 
of the study of nutrition has acquired knowledge been 
so fruitful. The principal source of vitamin D is cod- 
liver oil, but a great many babies will not or cannot 
tolerate codliver oil. About five years ago Hess and 
Weinstock with their associates of New York and 
Steenbock and his coworkers at the University of Wis- 
consin isolated a substance known as ergosterol. This 
substance was found capable of acquiring a high de- 
gree of vitamin-D potency by irradiation with the ul- 
tra-violet ray. This explains in part why babies exposed 
to sunshine can be cured of rickets. 
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It is not within the scope of this talk to enumerate 
all the advances which have been made in our knowl- 
edge of nutrition. Suffice it to say that if we wisely ap- 
ply all of the knowledge at our disposal at the present 
time to the feeding of infants and small children, the 
impairment of growth and development insofar as this 
may be due to nutrition would be reduced to a mini- 
mum. Before leaving the subject, I want to take occa- 
sion to condemn the misinformation and half-truths 
which are being spread broadcast by unscrupulous and 
dishonest purveyors of foods. They have grasped the 
popular appeal of the work on vitamins and have spent 
fortunes to take advantage of the guillible public. We 
are all anxious that these accessory food factors be 
studied in an orderly way. I am disposed, however, to 
feel that if irradiated products and vitamins are as 
important as outlined in newspaper articles and radio 
broadcasts the physician as the controlling agent in the 
application of these products is no less important. 


Environment 


At no time in the history of the world have condi- 
tions existed which in many respects were more un- 
favorable to the rearing of children than now. A baby 
is born without habits good or bad, but impressions 
are easily made. The newborn baby molds his habits, 
disposition, and character according to his environ- 
ment. Mothers should be impressed with the impor- 
tance of regularity in everything they do for their baby. 
An effort should be made to analyze his cry; most 
people dislike to hear a baby cry and at once some- 
thing is done to stop the cry. He is fed, given a pacifier, 
or rocked. A baby’s cry is his speech; it may denote 
pain, hunger, temper, etc. Make an effort to analyze 
his cry and know what is really wrong. 

In the pre-school and school age we must guide our 
children in the choice of associates. All our efforts in 
training will be in vain if they play and associate with 
bad companions. Every father and mother should be a 
“pal” to their little boy or girl, and should never be 
too busy to stop and settle their little difficulties. 
Parents often lack the proper information concerning 
the mental development and emotional reactions of 
their growing children. What greater injustice for cx- 
ample, can be thought of than a parent’s mistaking 
mental and physical slowness for stubbornness or in- 
ability to comprehend for wanton disobedience. Nor 
can anything be more pathetic than punishment ad- 
ministered to a young child because the parent re- 
gards emotional outbursts resulting from physical and 
mental fatigue as evidence of uncontrollable temper. 
This is as inconsistent and unjust as punishment ad- 
ministered to a child with St. Vitus’s dance because he 
disobeyed an order to sit still. The immediate effect of 
these unintended atrocities is bad enough; but it does 
not require a vivid imagination to visualize the pos- 
sible effects on the future life of the child. 

Child-guidance clinics are being established all over 
the country, and I cannot think of a more satisfactory 
type of welfare work than this. Most intelligent par- 
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ents are eager for this information and they are soon 
made to realize that the only way to guide these little 
lives, so that they may develop into full-grown indi- 
viduals who are emotionally stable as well as intellec- 
tually and physically matured, is to acquire a sym- 
pathetic understanding of the child’s point of view by 
meeting him on his own level. Parents often fail to re- 
call that things to which they have long since grown 
accustomed are extraordinarily interesting experiences 
to the child. 
Preventable Diseases 

So much has been said and written concerning the 
prevention of disease that I feel it unnecessary to go 
into details here. Evidence has been sufficient to war- 
rant the immunization of all small children against 
diphtheria. After the sixth month all babies should be 
injected with toxoid which statistics show actually im- 
munizes about 95 per cent of those treated. The prog- 
ress which has been made in the prevention of certain 
other diseases is encouraging. Since milk production 
has been more closely supervised by health depart- 
ments and since pediatrists have almost unanimously 
agreed that all milk used in infant feeding should be 
boiled, the incidence of summer diarrheas has been 
greatly reduced. 

Child Labor 

All children should have some small duties and re- 
sponsibilities for which they are held accountable. 
Concerning their labor we must be fair. We should not 
condemn graded physical work for children, but in the 
presence of ignorance, indifference, poverty, and greed 
the child must be protected against work that inter- 
feres with growth and development. For the relief of 
poverty in a home I believe some well-regulated labor, 
graded to the age of the child and not carried to a 
point of fatigue, is not only not harmful but may be 
favorable to the physical and mental development. 

These, then, are some of the conditions which di- 
rectly influence the growth and development of the 
normal child and must be remedied if we are to in- 
sure the maximum degree of health of the children who 
come under our care. Every effort should be put forth 
to detect and eliminate these factors. Only in this way 
can we fulfill our obligations to: 


Nourish the sapling to make strong the tree, 
What the child is the man will be. 





Course in Nursing Education 

The midwinter session in nursing education was opened at 
the College of St. Teresa, Winona, Minn., on January 9. The 
work this year is under the direction of Miss Phoebe Kandel 
R.N., B.S., a graduate of Columbia University and chairman 
of the National League of Nursing Education. Registered 
nurses, who are graduates of accredited high schools, are elig- 
ible to the three professional courses in nursing education 


Hospital Wing Opened 

Impressive ceremonies were held at Mercy Hospital, Lon- 
don, Ont., Can., on December 8, when the new addition was 
opened. His Excellency Archbishop McNeil presided at the 
program and blessed the new wing. Since the day was the 
Feast of the Immaculate Conception of Our Lady, the new 
building was dedicated to Our Lady of Mercy. 
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1932 


A year, like a person, has “a personality”; it has its 
distinguishing traits and individuating characteristics. 
Sometimes a year is neutral, sometimes extremely pro- 
nounced in its traits; sometimes its “personality” is 
agreeable in the memory it leaves, sometimes 
extremely disagreeable; sometimes it is difficult or 
peevish or irritating; at other times it is kind or uni- 
formly cheerful or soothing. To some years we bid 
farewell with intense regret, to others with intense 
relief. 

Probably there were but few people of those who 
watched the old year out that did not breathe more 
freely when its last minute passed into eternity. To the 
nation at large and to the world the year just past 
has brought little more than threats and menaces, pri- 
vations, retrenchments, and suffering. It will probably 
be looked upon in history as one of the worst years 
within the past half century and perhaps as one of the 
worst years in even a longer period. Few of us in our 
personal lives, in our avocations, in our social relations, 
or in our activities as members of organizations have 
been confronted with more serious problems than those 
which confronted us during 1932. 

Yet the sincere human mind has a strange power 
for redistilling truth. We note very often that with a 
passing of persons and events the agreeable and 
pleasant rather than the disagreeable or unpleasant 
live most frequently in our memory. The truer picture 
of the man who has passed away or of the event which 
has transpired is given probably by the elements of 
greatness or dignity which that person or that event 
contained rather than by the elements of meanness. 
Perhaps some of us, therefore, felt at least a shadow 
of regret at the passing of 1932, for this past year has 
certainly brought with it so many lessons in disguise 
that the educative function, the taskmaster character 
of this year will probably not be soon forgotten. 

The year just passed has, first of all, confronted 
our hospitals squarely and boldly as never before with 
the many problems involved in our financial status. 
It has challenged our evaluation of hospital finance; 
it has asked us frankly how and why we are accepting 
money from our clients and how and why we are spend- 
ing our clients’ money. It has questioned us regarding 
the sources of our assets, regarding their intrinsic 
worth, and their allotment. It has pointed the finger 
of investigation at the distribution of expenditures, at 
the relative importance of hospital departments as 
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sources of public service and at the employment of 
public good will as a source of hospital success. 

But 1932 has done us all a still greater favor by 
teaching another lesson. It has shown us that, while 
the financial status of the hospital may be extremely 
valuable, the professional success is still more valu- 
able. The year 1932 has taught the hospital that stand- 
ards of service are more important than standards of 
financial administration. The purgatorial fire of finan- 
cial adversity has purified us more and more of many 
a pet administrative hypocrisy, has thrown light into 
the dark corners of many of our pet vanities and has 
warmed the cold regions of our social aloofness. Our 
own financial need has made our service more sincere, 
has made our claims more genuine, has made our con- 
tact more humane. The year 1932 has shown us that 
anyone can preserve standards of service when funds 
are plentiful but that only the most sincere and self- 
sacrificing can preserve them or even better them in 
the face of shrinking budgets. Just as in the spiritual 
life suffering makes men better or worse and only 
seldom leaves them the same, so the burden of financial 
stress has made some hospitals better and some hospi- 
tals worse and only few find themselves on the same 
level of achievement which they held in the beginning 
of the year just past. 

And still there is a third lesson which 1932 has left 
for the hospital world. It has taught us the interpene- 
tration of motives and activity in our work. It is easy 
to give utterance to the larger view, the deeper insight, 
the broader interpretation when such views and inter- 
pretations need not be subjected to the touchstone of 
reality but let the reality be applied with the ruthless- 
ness and the brutality of dire need and our pretensions 
all too soon fall crashing and crumbling and reveal 
the weakness which our words have bolstered up and 
masked. Our hospitals have been called upon to show 
themselves in their true light. With searching frank- 
ness we have been asked not for drops but for veritable 
showers of charity. We have been questioned by the 
times concerning the sincerity of our belief that the 
patient is for us but “another Christ” and if we have 
acted as if there were “no room for Him in the inn” 
or if we have received Him in the person of the poor 
and the penniless, we know better today than perhaps 
at any other time in recent hospital history how we 
and our hospital work appear in the sight of Christ. 

The strong, the upright, the sincere fears not the 
penetrating gaze of criticism ; 1932 has been a penetrat- 
ing critic. It has searched not only the financial results 
of our labor, the sterling quality of our standards, and 
the dynamic drives of our spiritual motives, but it has, 
thereby, in addition taught us to see ourselves not 
only as others see us but as Christ, no doubt, must 
see us. We have much to be grateful for to the year 
just past. In bidding it farewell we may feel relief but 
that relief will not be entirely devoid of the fondness 
which we feel for a friend who has shown us the truth. 
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1933 


What will 1933 bring to our hospitals? Only the 
omniscient eye of God can see the answer. We may 
stammer and stutter our guess at an answer but our 
stammerings and stutterings may of themselves pro- 
duce in us that frame of mind which may go far toward 
converting a present prophesy into a future reality. 
After all, the depths to which human achievement 
sinks cannot be infinite. Perhaps we have already 
probed the deepest depths, and there must be a turn- 
ing upward in our work. Perhaps we have come close 
to the edge of shadows and darkness and the sunlight 
of the newer success may lie just beyond. 

Observers of trends tell us that even now there is 
not justification for optimism. We still seem to hear 
the rumblings of social revolutions, to see the chaotic 
whorl of unformed hopes and vague yearnings. All of 
these pronouncements may or may not be significant 
for the future of hospital endeavor. The basis for our 
optimism is deeper and firmer. Our work is work of 
which mankind will stand in constant need. Our 
motives are those borne of faith. And from a realiza- 
tion of the need of our work and the unshakableness 
of our motive there emerges a confidence, a courage, 
and a trust that God’s work must, in the end prevail. 
Our hospitals after all have fared not too badly in the 
stresses through which we have passed and that real- 
ization also increases our courage and arouses our hope 
that what has been preserved will be still further 
preserved. 

We welcome, therefore, the year just begun with 
the courage based on faith. We pledge ourselves during 
this year to achieve greater things for those who seek 
our help for the love of that Christ who walks on placid 
waters and allays the storming ones; who sheds the 
light of His love into darkness and is Himself the Light 
of the World. To His service we dedicate our efforts 
anew during this coming year, and we offer Him the 
fullness of our devotion to the work which He has 
given us to do. — A.M.S., S.J. 


CODE OF ETHICS OF NURSING 
PROFESSION 


In the December, 1932, number of the American 
Journal of Nursing, Paul M. Limbert, Ph.D., writes 
on, “Developing a Code of Ethics for the Nursing 
Profession.” He calls attention to the fact that “the 
movement for the formulation and adoption of a code 
of ethics for the nursing profession seems to be at a 
standstill.” After a professional and tentative code 
was presented to the American Nurses’ Association in 
1926, little has been done. The code was never formally 
adopted nor have efforts been made to insure wide 
discussion or approval for the suggestions. 

The author points out three major limitations of 
professional codes as they now exist. “They confuse 
professional ethics with personal morality not being 
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sufficiently restricted in scope; they are too general 
in statement, failing to come to grips with specific 
areas of possible conflict; they rely too much on mere 
pronouncement for enforcement” (page 1259). 

In discussing the limitations of existing 
in various professions, the author calls attention 
to the fact that some of them are, “Mere ‘scraps of 
paper’ beautifully phrased but exerting a negligible 
influence on actual conduct” (page 1257). Further- 
more, he shows that professional ethics are often 
confused with principles of morality. 

We hope that the Council on Nursing Education of 
the Catholic Hospital Association may soon be able 
to give some attention to this very important question 
to which the author of the paper here being reviewed 
has called attention. In the meantime, however, it 
might be well to direct the thoughts of our readers to 
certain aspects of this question which cannot but seem 
of intense importance to those of us who are interested 
in these questions. While it is true that existing codes 
of professional ethics are quite distinct from the prin- 
ciples of morality, it is still true that a professional 
code of ethics which is not based upon and completely 
permeated by the accepted principles of morality can 
hardly expect to be taken seriously and permanently 
as a guide for professional conduct. It is precisely for 
this reason that Dr. Limbert overlooks the importance 
of interpenetrating professional ethics with the prin- 
ciples of morality that he finds so little coercive power 
in the existing codes of ethics. The coercion of the 
moral code lies in its very character. It lies in the fact 
that a moral code is the expression of the will of a 
Higher Power which has a right to impose its dictates 
upon man endowed as he is with free will. Once the 
principle is accepted that a professional code of ethics 
must be based upon the principles of morality and 
must be permeated by those principles, then many of 
the difficulties of which Dr. Limbert complains, will 
necessarily, vanish. There can be no essential confusion 
between a code of professional ethics and personal 
morality; there can be no failure at coming to grips 
with specific areas of possible conflict, and, finally, 
there cannot be too much reliance on mere pronounce- 
ment rather than upon enforcement, for the conscience 
of the individual is bound no less by the code of 
professional ethics if that code is really the expression 
of the basic moral laws of human conduct as applied 
to the special contingencies which may confront a 
member of a particular profession. 

We hope that more and more discussion may center 
upon the question of the formulation of a code of ethics 
for the nursing profession. That the matter is impor- 
tant none of us can doubt; that the matter is difficult 
will probably be granted with equal ease. But surely 
the difficulty of the task should not prevent efforts to- 
ward the achievement of a purpose which is so highly 
desirable. — A.MS., S.J. 


codes 








Post-Operative Nursing 
H. R. Kenny, M.D., F.A.C.S. 


URGEONS are prone to believe that the outcome 
S of an operation is favorably influenced to only a 

limited degree by any measures instituted after 
the patient has left the operating room.* Critical an- 
alysis of the facts, however, will not justify such an 
assumption. Surgical judgment, experience, and tech- 
nical skill warranting an apparently excellent prog- 
nosis are often rendered futile by neglect, or inefficient 
post-operative measures. 

To use a Hibernicism, the most effective post-opera- 
tive care is accomplished pre-operatively. In other 
words, the better the general condition of the patient 
on reaching the operating room the fewer will be the 
post-operative complications. Therefore, the nurse 
whose duty it will be to care for the patient after oper- 
ation should be in charge of the case before surgery. 
The advantages to be derived from such an arrange- 
ment are obvious. A major surgical operation usually 
is to the patient at least one of the supreme events of a 
lifetime; the outcome in many cases irrevocable. This 
being the case, the preparation should be painstaking 
and thorough. Time-consuming it need not necessarily 
be. A division of responsibility here is detrimental to 
the best interests of all concerned. The more one sees 
of surgery the more one is depressed by the frequency 
of unlooked-for disasters, but on careful consideration 
of the cause of these catastrophies only too often do 
we find that almost all of them are preventable. 


Pre-Operative Care 

It is well known that pre-operative administration 
of dextrose will frequently convert a bad into a com- 
paratively safe operative risk. Further, such adminis- 
tration prevents post-anesthetic nausea, vomiting, and 
acidosis; given post-operatively it prevents vomiting 
and shock. It is effective, supportive treatment for 
traumatic shock, peritonitis, and toxemia of obstruc- 
tion. 

The happy outcome of operations on the thyroid is 
largely due to the modern pre-operative preparation 
now in universal use and the continuation of that 
treatment post-operatively. The pre-operative empty- 
ing of the stomach in cases of intestinal obstruction, 
and of the urinary bladder in all cases are merely men- 
tioned to indicate the operative and post-operative val- 
ue of pre-operative measures. Nor should the nurse 
whose duty it will become to care for the patient after 
operation be absent during its performance. 

It is a considered conviction of mine that, next to 
the patient, she is the most interested person present. 
Notes and entries of vital importance as regards the 
after treatment are charted; viz., the difficulty or ease 
with which anesthesia was induced, the kind of an- 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Ill... May 4-5, 1932. 
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esthetic used, time of induction, duration, pulse and 
respiration rates, and blood pressure and medication, 
if any, as these occur during operation. The pathologi- 
cal conditions found and the method of treating them, 
drainage, all these and much besides can properly be 
noted while the patient is in the operating room. The 
operation completed, the surgeon remarks as to im- 
mediate post-operative care. Fowler’s position, proc- 
toclysis, hypodermoclysis, pneumonia jacket, CO, in- 
halations can be placed on record without delay. 


Post-Operative Care 

The successful result of any operation is preémin- 
ently a post-operative proposition. Smooth, uneventful 
recovery depends to a very great extent on the skill, 
experience, and painstaking, sympathetic devotion of 
the nurse. Her work supplements that of the surgeon. 
Mindful of the complications that may interrupt the 
convalescence of any surgical case, she is ever on the 
alert for signs and symptoms that presage trouble. The 
great majority of surgical operations are currently per- 
formed under some form of inhalation. Anesthesia and 
some post-operative complications are attributed to 
this fact. Notable among these is post-operative pneu- 
monia, but it must be admitted that not all post-opera- 
tive pneumonias can be marked up against ether, eth- 
ylene, gas, etc., because we have all seen pneumonias 
occur following spinal, or even after local anesthesia. 
Hyper-ventilation at the conclusion of an operation 
repeated in twenty minutes has been found effective in 
preventing its occurrence. The nurse should be conver- 
sant with the methods in vogue for such administra- 
tion. Obstructive dyspnea, hyperthyroid reactions, pul- 
monary edema, and infection are grave complications 
that threaten the post-operative thyroid patient and 
since the successful treatment of these is dependent on 
early recognition of impending signs and prompt insti- 
tution of suitable treatment, close supervision of an 
experienced nurse is indispensable. 

The diagnosis of concealed hemorrhage rests upon 
rising pulse. In all operations in which there is a pos- 
sible danger of hemorrhage an excellent precaution is 
to take half-hourly determinations and to chart the 
findings. 

It would be altogether out of place here to attempt 
even an enumeration of possible complications follow- 
ing surgery. The principles of treatment still vary to 
such a degree that one can only express personal ideas 
and viewpoints when discussing this subject. I would 
say, however, that one of the most frequent and disas- 
trous complications following surgery results from de- 
lay in catheterizing the patient who fails to void nor- 
mally. No patient should be allowed to suffer from an 
overdistended bladder, due to inability to empty it. It 
is the hyper-distention not the catheterization that de- 

















January, 1933 


termines the ensuing cystitis. If, following catheteriza- 
tion, the patient voids spontaneously it is of para- 
mount importance to verify the complete emptying of 
the bladder. I believe that cystitis never occurs as a re- 
sult of catheterization if the bladder retains the power 
of subsequently completely emptying itself. 


Use the Chart 

The chart should always be within reach of the 
nurse and she should record happenings at the time of 
their occurrence. Trusting to memory is fraught with 
danger. All pains and aches especially should be noted. 
The isolated facts put down in the sequence of their 
occurrence are an invaluable guide to the surgeon. Only 
the facts, not inferences deduced therefrom, are of 
value. 

Let me state here that nurses beginning training 
should not be intrusted with the care of post-operative 
cases, at least, not until they have mastered the ele- 
ments of anatomy, physiology, bacteriology, and path- 
ology, and have had some practical experience. 

Nursing is an art, or, at least, it is an art to please 
sick folk. It cannot be acquired in the laboratory or 
the lecture room. It is in no wise connected with a 
knowledge of chemistry, or anatomy, physiology, or 
bacteriology. I have yet to hear a patient complain 
that the nurse lacked knowledge of pathology or ma- 
teria medica, but, on the other hand, I have personally 
felt bitterly the nurse’s failure to recognize danger sig- 
nals in time to be of value. Post-operative nursing 
care demands primarily knowledge of readily recog- 
nized symptoms and signs that flash their warnings 
like the Lindbergh-light to those on the lookout; the 


O MUCH has been said and written upon the sub- 
S ject of relationships that the writer wonders just 

where to begin.* After mature deliberation, I have 
decided to touch briefly upon some of the major present- 
day problems which have a very definite bearing upon 
the welfare of the one objective for which the hospital 
exists — the patient. He, and he alone, is the sole rea- 
son for the existence of the hospital, the school of nurs- 
ing, the physician, and the nurse. Therefore, with the 
welfare of the patient uppermost in mind, let us briefly 
generalize upon these important problems, so well 
known to all of us, but which so materially affect the 
well-being of our patients. 

The relationship of the hospital proper to the school 
of nursing and of each of these to the patient is very 
close. In fact, hospital and school are so closely inter- 
woven that we rarely think of one without the other. 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Tll., May 4-5, 1932. 








Relation of School of Nursing to Hospital 
Sister M. Evarista, B.S., R.N. 
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thirst and restlessness, the steadily rising pulse rate 
and decreasing pressure signalizing the ebbing tide of 
life from unseen hemorrhage, the vanishing pulse, the 
cold, clammy sweat, the profound central depression 
indicative of shock, the dry, parched tongue more elo- 
quent to look upon than listen to, the stark significance 
of effortless, oft-repeated vomitings or of second-day 
rise of temperature. Yes, knowledge of the facts of the 
post-operative course of disease is of supreme impor- 
tance, as is also the timely recognition and accurate 
recording of those facts, so that intelligent deductions 
may be derived therefrom and wisely acted upon as 
the occasion may demand. These are the qualifying 
requirements for good post-operative nursing. 

Post-operative care of the sick is no work for a tyro. 
Confidence, born of knowledge honestly acquired in 
the school of experience, is a prime requisite. The time- 
ly, rightful application of this knowledge is the goal to 
be sought. 

The demand of the day for competent nursing post- 
operatively is for more nursing wisdom. Study the 
facts of disease; see their relation and by intelligence 
get the truth therefrom. 

The nurse who has piloted her patient through the 
maelstrom of sighing, gasping, respiration, bounding 
pulse, and mounting fever of the pneumonic crisis, hard 
by the beetling rock-bound shore of shadowland, and 
witnessed the rising tide of temperature melt in a life- 
preserving perspiration, the restless tossing subside in 
quiet peaceful slumber, bears with her from the scene 
a treasure which neither time can tarnish, failing eye- 
sight obscure, nor anyone steal away. 


These institutions grew and grew until they have al- 
most been taken for granted in the communities in 
which they exist. They are interrelated but separate 
entities, merging one with the other. Each is independ- 
ent but yet they are mutually dependent upon each 
other. 

Hospitals conducting schools of nursing have as- 
sumed a double obligation: the care of the sick and 
the education of the student nurse. In order to main- 
tain this twofold function, the hospital must be prop- 
erly equipped to furnish efficient care for all who may 
chance to come within its portals seeking care and con- 
solation. It must be a health center for the community 
and should do a certain amount of research work. 

On the other hand, the school of nursing which gives 
the proper training to its students and the right kind 
of nursing service to the patients, performs a triple 
service; viz., to the patient, the student, and to the 
public. The school must teach, follow up its teaching 
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in the wards, carry the nursing burden of the hospitai 
and educate nurses for future service in the community. 
It must teach its students to help themselves and to 
help others. The school authorities are responsible for 
the direction and control of the nursing service. It is 
their duty to keep the superior or superintendent in- 
formed on all matters of importance which affect the 
hospital in any way. They should keep abreast of the 
times and be well informed on all matters of nursing 
education and advances in science. The school, like the 
hospital, must be properly equipped to carry out its 
function —— the education of the student nurse. 
Naturally, the school as well as the hospital should 
be accredited by the proper organizations. They should 
be glad to codperate with qualified agencies and not 
only meet, but surpass the qualifications demanded of 
them. They should refuse to develop an inferiority 
complex. 
Considering the Patient 


As the patient is the most important person in the 
hospital, let us dwell upon the ordinary everyday 
events which center around this most important person. 
Patients should be treated as guests and not as just so 
many cases. From the time of admittance until dis- 
missal, they should be treated with the utmost cour- 
tesy. The people in the receiving office, at the switch- 
board, nurses, orderlies, and even maids, can make or 
break the reputation of the hospital. Regardless of how 
others may endeavor to right a wrong, even though it 
is only an imaginary one, a remnant of the original 
trouble is never completely effaced from the mind of 
the injured patient. 

The closest coéperation must be effected between the 
instructor of practical nursing and the head nurses. 
The latter must be thoroughly acquainted with all pro- 
cedures taught in the classroom and must be willing 
to sacrifice older methods for the newer. Either the in- 
structor of nursing or a nurse duly qualified should 
follow up the work of the student in the wards. The 
graduate nurse, whether on special or general duty, 
shall always be under the control of the directress of 
nurses and under the supervision of the head nurse in 
whose department she happens to be working. Theoret- 
ical and clinical instruction should coincide and one 
should not contradict the other. Physicians and head 
nurses will do untold good by assembling the floor 
nurses from time to time, possibly every day, to in- 
struct them as to the why and wherefore of certain 
treatments and medications. A little time will yield 
fruit a hundredfold. Visual instruction is never for- 
gotten. There is an old saying that “one forgets what 
one reads and hears but does not forget what one sees.” 
Thus, we find it necessary to supplement the teaching 
in the classroom by charts, drawings, laboratory work, 
and by actual contact with the patients. Head nurses 
are instructors in the true sense of the word and should 
be treated as such. They have an advantage over the 
instructor in the classroom who must necessarily deal 






January, 1933 


with cold and abstract things. Compare the teaching in 
the classroom with the teaching in the real setting of 
the patient, the sickroom. This is especially true with 
regard to the teaching of nursing in all its forms. 


The Individual Student 


It is an injustice to the patient, physician, head 
nurse, and student to assign students to responsible 
places or occupations without the proper preparation 
and theory. Tasks should be assigned on a gradually 
increasing scale as the student advances and is able to 
assume more and more responsibility. Senior students 
should be given responsibilities as soon as they are 
capable of assuming them, as this will aid to develop 
character and executive ability. Latent talent and po- 
tential leaders are to be found in most schools. 

By tact in placing students in proper places, an effi- 
cient directress will eliminate more internal friction 
than any other single person in the hospital organiza- 
tion. The directress holds a very difficult position in 
the management of the hospital — one not always ap- 
preciated by those who, though not in a position to 
comprehend, offer countless suggestions, without at the 
same time offering constructive criticism or better sub- 
stitutes for those under fire of criticism. 

I should like to emphasize the fact that the conduct 
of the school is a duty assumed by the hospital, that the 
directress is always under the supervision of a superior 
or superintendent, and that she must depend upon the 
latter for funds to maintain the school, which are often 
lacking, as well as for moral support. A separate budget 
for the school would be ideal. Upon the shoulders 
of everyone, from the superintendent of the hospital to 
head nurses, must the responsibility of the school rest 
and not upon the shoulders of the directress alone. Each 
must bear his share of responsibility in the school and 
respond by full codperation with others and by close 
supervision of students. The directress cannot sur- 
mount all obstacles, be infallible, and be in all places 
at one time. She must have the codperation of the entire 
staff of physicians and personnel of the hospital to se- 
cure the best results. No directress can make up for 
the lack of home training a student has received. The 
school is not a reform school. The directress is not 
merely a dispenser of help. The patients must receive 
first-class care but the school must not suffer on 
that account. Neither will suffer if adequate help is 
available, but one is bound to be neglected if there is 
a shortage of help. 


Clinical Instruction 


Opportunities for clinical instruction such as cannot 
be found elsewhere, are to be found at the patient’s 
bedside. The profession of nursing is unique inasmuch 
as it is dependent upon the patient for so much of its 
knowledge and experience. Theory, amplified by ex- 
planations, instructions, ward clinics, demonstrations, 
autopsies, laboratories, and case studies, as well as 
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daily contact with our patients are all essential in the 
education of our students. Case studies will teach stu- 
dents to observe and report symptoms accurately, an 
accomplishment which is very important in the writ- 
ing of clinical records. We cannot turn out well-bal- 
anced nurses without both theory and practice, and 
we therefore logically assume that the hospital is the 
proper place for the education of the student nurse, 
regardless of what has been said to the contrary. 
The art of nursing plays an important réle in the 
hospital. In order to attain success, the hospital and 
school authorities must work hand in hand. Each must 
have a share in the daily routine of the hospital. Each 
must aim high and be a leader in place of a follower. 
The school officers are endeavoring through codpera- 
tive education and guidance to mold characters; to de- 
velop immature students into capable, efficient, honor- 
able and resourceful nurses, with characters strong 
enough to resist the many temptations which inevita- 
bly fall into the path of every graduate nurse. 





Value of Affiliation of a General Hospital 
With a Maternity Hospital 
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Patient’s Spiritual Welfare 

Finally, we should be solicitous about the spiritual 
welfare of our patients. In these days of unrest, our 
patients are naturally depressed and look to us for con- 
solation and encouragement. We must cope with exist- 
ing conditions, keep on smiling, radiate cheer and en- 
deavor to find the reasons for the frames of mind in 
which we find our patients. This may be largely accom- 
plished by the aid of a well-trained social-service 
worker, Music, art, and occupational therapy should 
also occupy a place in the hospital. We, who profess to 
follow in the “footsteps of the Master,” should continue 
to make charity and service the keynote of our hos- 
pitals. Let us continue to cultivate the “art of being 
kind” to the sick, poor, and downtrodden. This spirit 
which creates “a hospital with a personality,” will be 
reflected in the care, physically, spiritually, and men- 
tally, which our patients receive, and which, after all, 
will be the actual fulfillment of the purpose of our 
existence — the care of the patient. 


William M. Hanrahan, B.S., M.S., M.D. 


is to be exhibited in Chicago.* Every nation 

in the world is to be represented showing the 
advances they have made in civic, governmental, and 
industrial lines, and in the fields of arts and sciences. 
Every conceivable line of endeavor will be represented 
portraying the progress made during the past hundred 
years. The steam engine of 1833 will be shown with the 
engine of 1933. The various stages of advancement in 
the intermediary years will be demonstrated by sev- 
eral engines representative of the type used in those 
years. Such will also be the plan followed with the re- 
presentative types of the airplane, the automobile, 
electrical and other products to show their progressive 
evolution. Hospitals will also be represented and they, 
too, will show the advances they have made. 

The accomplishments of medicine during this period 
are most noteworthy. Specific treatments for certain 
diseases have been discovered. Our methods of diag- 
nosis have been greatly improved and increased. Our 
surgical and nursing technique, our methods of asep- 
sis, our teaching facilities, our surgical instruments, 
all have remarkably improved. Our hospitals all show 
the beneficial effects of these advances. In construc- 
tion, planning, management, administration, care of 
patients, and instruction of our nurses, our hospitals 
reflect the onward movement toward the goal of per- 
fection. These advances are readily discernible in all 


Nie year, in 1933, a gigantic demonstration 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Ill., May 4—5, 1932. 


branches and all departments of our hospital work. 
Whether this improvement has been equally marked 
in all departments, I shall leave to your opinion. 

My own reaction to this question is that the obstet- 
rical department is lagging somewhat. My reaction 
may be due to the fact that this is the department in 
which I am especially interested and the one to which 
I have given the most attention. However, it seems 
evident to me that there is still room for improvement 
in our obstetrical departments, and as long as there 
is, we should not be satisfied. We cannot stand still, 
and we should never be satisfied, for to do either means 
that we have failed to progress. 

It is my purpose today to show how we can advance 
and improve our obstetrical departments by the affilia- 
tion of our general hospitals with a maternity hospital. 
The benefits to be derived from such an association 
are twofold; those to be received by the general hos- 
pital itself and those to be gained by the nurses who 
are privileged to take their obstetrical work in this 
specialized hospital. 


Benefits to Doctor and Hospital 

I believe that, as a member of the staff of a general 
hospital and chief of staff of a maternity hospital, I 
am in a position to give you a fair and unprejudiced 
opinion on this subject. That many benefits will ac- 
crue to the obstetrical hospital, I do not deny ; but that 
affiliation also has its drawbacks, I am certain, be- 
cause a hospital working with a group of graduate 
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nurses assigned to their specific duties over a period 
of years will most assuredly run more smoothly than 
a hospital with a constantly changing personnel. If 
the advantages were to be weighed in the balance, I 
feel the scales would lean favorably toward the side 
of the general hospital, rather than toward the mater- 
nity hospital. 

By the very fact of its affiliation with a specialized 
hospital of high standing, the general hospital will in- 
crease its prestige in the Hospital Association, in the 
medical profession, and even among the laity. Their 
graduates will have a well-rounded-out course of prac- 
tical and didactic work in obstetrics and consequently 
will be more efficient. This efficiency will be immedi- 
ately and directly reflected back on the hospital from 
which they graduated and whether these nurses stay 
with their alma mater or wander to other cities and 
states, their ability will be recognized. If they remain 
with their own hospital, they can be used as a nucleus 
to build up an enviable department. If they choose 
private duty, they will be ever so much more reliable 
and capable of handling the puerperal mother and 
newborn infant. They will also be interested in and 
anxious to do private duty on obstetrical cases. This 
last would be a most astonishing and agreeable ex- 
perience, for I doubt very much if any of you can name 
many graduates of your own hospital who do not “just 
detest O.B. cases” and who, until the depression, took 
obstetrical cases only under protest. 

Your doctors will directly profit by this affiliation, 
both in the management of your delivery room and the 
floor care of the patients. There seems to be a general 
decrease in the number of obstetrical cases handled in 
general hospitals. As I understand it, a nurse is re- 
quired to scrub for only ten deliveries before she is 
permitted to graduate and even this small number 
often is not available. This number of “scrubs” could 
be attained in less than two days in a large maternity 
hospital and that, too, under the strictest technical 
supervision. 

Because of its affiliation with a maternity hospital, 
a general hospital would make its training course more 
desirable; the number of applicants for training would 
be much larger and, consequently, you would be in a 
position to select the most desirable from a larger 
group of applicants. 


Benefits to Nurse and Patient 


The benefits to be received by the nurse are not only 
numerous but they are invaluable and essential. Let 
us face the facts. Some of you are now sending your 
nurses out of your hospital with an insufficient knowl- 
edge of obstetrics, and frankly speaking, many of your 
nurses are dangerously ignorant. For various reasons, 
about 95 per cent of obstetrical cases in the general 
hospital are normal. Your nurses finish their work with 
the impression that childbirth is a normal physiological 
act; that there is nothing to be alarmed about when 
caring for a maternity case and that if you will wait 
long enough the prospective mother will deliver her 
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baby. The nurse does not know enough obstetrics to 
recognize the premonitory signs of impending danger. 
How many of your nurses know the importance of 
headache, dizziness, hypertension, albuminuria, ante- 
partum and postpartum bleeding or temperatures? 
How many of your graduates know how to set up a 
maternity case for delivery? How many of them know 
how to care for the delivered mother or the newborn 
infant ? If they do not know these things, they are not 
capable of caring for the delivered or expectant moth- 
ers in your own hospitals. If you are, through your 
own registry, finding employment for these nurses in 
your hospital or if you are passive in the matter and 
merely permitting these inadequately experienced 
nurses to do obstetrical work in your hospital, then 
you are responsible for any inefficiency exhibited by 
them and for any complications, such as breast ab- 
scess or infected perineum, which may develop by 
reason of neglect in nursing. Is it any wonder that the 
number of obstetrical cases in your hospital may de- 
crease ? 

The truth of the foregoing statements I can vouch 
for from personal experience. During the past sixteen 
months, I have observed many nurses doing duty for 
the first time in a maternity hospital. These nurses 
were nearly all graduates of Catholic hospitals. Among 
this group, I have seen very few nurses who knew any 
of the essential details in the care of an obstetrical 
case. These are the facts which you must face. It is 
no use to dodge the issue because your own nurses, by 
their lack of knowledge, will place the responsibility 
where it belongs. 

Specialized Training 

The question naturally arises: How does the train- 
ing received in a specialized maternity hospital differ 
from that received in the obstetrical department of a 
general hospital? Probably the one most important 
fact is that in a maternity hospital the nurses follow 
a patient from the early months of pregnancy to the 
time she is discharged from the hospital with her baby. 

The nurses assist the doctors in the prenatal clinic. 
They are present when the patient first applies to the 
clinic. A complete examination is made, the blood pres- 
sure is taken, urinalysis is made, external and internal 
measurements are taken and the patient is weighed. 
The expectant mother is advised concerning diet, rest, 
exercise, and all things pertaining to the proper con- 
duct of her pregnancy. These patients report regularly 
to the clinic. Their blood pressure is taken and a urin- 
alysis is made every time they attend the clinic. In the 
later months, they are examined to determine the posi- 
tion of the baby. If the increase in weight is too rapid, 
if the blood pressure rises above certain limits, if al- 
bumin appears, the patient is advised regarding these 
conditions or is recuired to enter the hospital for treat- 
ment, as the conditions may warrant. The nurses are 
present at all these examinations and are impressed 
with the importance of these visits. They thus become 
aware of the symptoms which indicate that the mother’s 
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life may be in danger. The nurses also attend the post- 
natal clinic which the patient is instructed to visit for 
her final examination six weeks after delivery. In the 
general hospital, the first time the nurse sees the pa- 
tient is when the latter is admitted in labor, and the 
nurse never sees the mother after she leaves the hos- 
pital. 

The entire training in the maternity hospital is under 
the supervision of nurses especially trained in obstet- 
rics. The lectures in this work are all given by doctors 
specializing in this branch. Contact in all the nurses’ 
work is with members of the attending staff who are 
specialists or with graduate doctors who are taking 
postgraduate work, not with interns who know little 
more about the work than the nurses themselves. 

Nurses are taught to watch the course of labor, to 
examine patients, and to be on the alert for warning 
symptoms. One floor is devoted to the care of pre- 
natal complications which may arise and which we 
find are not infrequent. These are hypertension, per- 
nicious vomiting, placenta praevia, nephritis and many 
others. The treatments for all these conditions are out- 
lined, and become familiar to the nurse. 

Perhaps one of the most valuable things the nurses 
learn is the importance of a rise in temperature during 
the labor of puerperium. In any properly conducted 
maternity hospital an entire floor or a completely iso- 


HEN I was asked to read a paper before this 

W\ group of representatives of the hospitals of the 

state on the subject of jurisprudence, I was 
glad to know that this often-neglected subject was in 
demand, for I believe a thorough understanding of it 
is of extreme importance both to the hospital itself 
and to “its greatest liability,” the nurses.* If a detailed 
course in this subject were given in the nursing schools, 
the hospitals would be saved a great amount of embar- 
rassment, legal and financial. 

A nurse may ask why she should acquire an under- 
standing of legal matters when her calling deals only 
with the care of sickness and the prevention of injury. 
In our systems of education the students acquire a con- 
siderable amount of knowledge which can never be of 
much value to the individual. It is very important, 
however, that nurses understand many phases of law 
in connection with the performance of their duties, be- 
cause it is of greater value to know how to avoid get- 
ting into legal difficulties than how to get out of them, 
as I will try to sketch briefly. 


Professional Responsibility 
The legal status of nurses is regulated more or less 


*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
Ill., May 4-5, 1932. 
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lated section of the hospital is set aside for septic 
cases. We cannot emphasize too strongly the necessity 
for isolation of these septic cases and the danger of 
transmission of puerperal fever from one patient to an- 
other by direct or indirect contact. 

The nurses receive in addition a thorough course in 
the care of the newborn infant, its bathing, feedings, 
and the complications which arise. Special attention 
is given to the premature infant, and one large nursery, 
with most modern equipment, is set aside for this pur- 
pose. The care of the infants is under the direct super- 
vision of highly trained pediatricians. 

When a girl has had the advantages of this intensive 
training in obstetrics, when she has lived in an obstet- 
rical hospital for from three to six months, has seen 
nothing but one type of patients for that length of 
time, has become acquainted with the many complica- 
tions of pregnancy and labor, she cannot help but be 
impressed with the importance of the work. Your 
nurses will thus be made more efficient and your hospi- 
tal will directly profit by their increased efficiency. 
Your maternity department will be keeping pace with 
your other departments, especially with the surgical 
with which it has so much in common. Your patients 
will receive a much higher type of service and you will 
have made one more advancement in reducing the 
mortality and hazards of pregnancy and childbirth. 


by the various state laws, which define the practice of 
nursing as well as the practice of medicine. We shall 
consider only those of the student nurse and of the reg- 
istered nurse. These statutes are made up of such am- 
biguous terminology that I do not blame a nurse for 
not understanding the real definition of nursing as the 
law states it. First of all, I shall tell you briefly the dif- 
ference between nursing and the practice of medicine. 
A nurse, following out a doctor’s orders, must use her 
nursing judgment in carrying out an order. Thus, if a 
doctor should order a poisonous medicine for a patient, 
her judgment should prohibit carrying out such an 
order. A nurse has the legal right to carry out on her 
own responsibility such orders of a doctor as come 
within the nursing laws; otherwise she violates the 
Medical Practice Act and the hospital is held respon- 
sible. If the nurse acts under the supervision of or as 
a legally licensed doctor’s assistant, the doctor assumes 
the responsibility. Therefore, in addition to the duties 
and responsibilities which qualify her as a nurse, she 
also assumes the further obligation of carrying out the 
physician’s reasonable orders and in doing so becomes 
merely an assistant to him and he alone remains re- 
sponsible. 

In this connection the physician usually is not re- 
sponsible for either the acts of a nurse nor for the de- 
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gree of skill with which she executes them, at least 
not for acts other than those required for the practice 
of nursing. Nursing legally consists in caring for the 
bodily and mental comforts of the patient by non- 
remedial means, except in rendering emergency ser- 
vices of a nature specifically mentioned under the med- 
ical practice laws, which are usually only life-saving 
measures. This shows that a nurse, whether in a hos- 
pital, in a corporation, or privately employed, cannot 
legally prescribe or give medicine to an individual un- 
less directly under a doctor’s supervision or orders. 


Relations to Employer 


As to what constitutes the employ of a nurse — it 
is the paying of a stipulated salary or the necessities 
of life for nursing service. The employer must also 
have the full powers of discharging her, directing and 
controlling her entire work and duties, and last, but 
not least, must become responsible for her commis- 
sion of wrongful acts as an employee, so long as they 
have no criminal motives. In reference to a hospital 
which is capable of giving technical orders she be- 
comes sub-servient to those in charge as shown by a 
number of cases. — The case of McBride v. Clara Bar- 
ton Hospital concerns the liability of a hospital for 
burns inflicted on a minor by a special nurse, for which 
the hospital was held responsible as the special nurse 
was the agent thereof. The second case brought before 
the California Appellate Court related to the liability 
of a hospital for the acts of student nurses giving vol- 
untary services during off-duty hours in the case of 
which service a child was burned by a lighted alcohol 
inhaler and the hospital was held responsible. The case 
of Funk v. Bonham, in Indiana, involved negligence by 
which sponges were left in the patient’s abdomen by 
members of the hospital staff, assisted by nurses em- 
ployed by the hospital. The courts held that the oper- 
ating surgeons were not responsible for the accidents 
of nurses who were not in their employ. 

In addition to the aforementioned duties and re- 
sponsibilities of a nurse toward a physician, there is 
another important source of responsibility: that con- 
nected with legislation on slander and libel. Slander 
consists in uttering false statements to a third person 
which tend to disparage a physician professionally. 
Libel is the transmission of similar statements in writ- 
ten form. Such improper motives are punishable by 
law. The nursing profession is also protected from pro- 
fessional disparagement concerning acts which they 
may lawfully perform on their own responsibility as 
nurses. 

Every day, from the very beginning of a nurse’s 
career, she is in one way or another under contract 
with institutions or private patients. When nurses are 
under contract to a hospital or a doctor these latter 
are liable for most of the nurse’s acts as are any em- 
ployer for the acts of an employee. But many non- 
medical corporations of different kinds engage nurses 
for sundry duties and few nurses realize how impor- 
tant it is to thoroughly know, and have it understood, 
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what she is to do. Many different nonmedical agencies 
are engaging nurses to lend them prestige. The duties 
of the nurse may be illegal in such cases since she is 
encroaching upon the Medical Practice Act of her 
state. A contract, either written or verbal, of such a 
type, could easily be adjudged invalid by law and 
might relieve the company from paying the nurse’s 
wages or from any responsibility on her behalf or for 
her protection. 

Manufacturers’ contracts are another type of which 
the nurse should be wary. Manufacturers engage a 
nurse as a salesperson, but when part of her duties 
consist in giving a treatment or applying a remedy to 
demonstrate the product of her employer, she ceases 
to be a saleswoman or demonstrator and may become a 
law violator. 

Nurses who are employed by either hospitals or cor- 
porations, come, as a rule, under the jurisdiction of 
the Workmen’s Compensation Act of that state, in case 
of injury, or specific disease contracted in the course 
of their employment. Therefore, it is very important 
to the nurse to have the contractual relationship clear. 
When the hospital or corporation obtains the control 
over the nurse necessary for her to come within the 
master and servant rule, little doubt can arise as to her 
right to the benefits of the Compensation Act, provided 
that her duties have been performed in an ethical man- 
ner. 

Relations to Patient 


In private practice, more complicated difficulties 
may arise. For instance, when a doctor calls a nurse 
to come for a delirious or an insane case, it is advisable 
for the nurse to get in touch with guardians or parents 
that she may determine who will reimburse her for 
her services. A patient may be medically insane while 
the court may judge him legally sane, in which case he 
alone is liable for the nurse’s services. This holds good 
even if the patient is in a hospital or an institution. 

An oral contract, promising to attend a patient, is 
valid if services are rendered for a period within a year ; 
but for any time beyond a year, the contract must be 
written. If at any time a nurse is unable to attend a 
promised case, reasonable notice, depending on the type 
of case, must be given, or she will be guilty of breach 
of contract. When on a case just as the doctor, she can 
leave it before its termination, only after the patient 
or someone acting in the patient’s behalf has been no- 
tified and been given time to replace her; otherwise 
she may be guilty not only of negligence, but, in spe- 
cific cases, of criminal negligence. 

From this brief consideration, it is plain to see that 
a thorough understanding of her contracts are a very 
necessary part of a nurse’s training. 

The nurse also has professional obligations to the pa- 
tient which involve acts of commission as well as acts 
of omission, since she must attend the patient with a 
reasonable degree of care and skill. Therefore, it is 
safer for the nurse to stay within her standardized 
duties if for no other than for legal reasons. 
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Administering Dangerous Drugs 


A nurse may be guilty of negligence in commissions 
and omissions which injure a patient. Negligence 
might be shown in failing to carry out faithfully and 
strictly the orders of a physician in keeping records 
properly; in burning the patient with an excessively 
hot water bag, in improperly sterilizing dressings and 
instruments, and in numerous other ways. But where 
there is a reasonable and honest mistake of judgment 
a nurse cannot be held liable. Thus, if a nurse alone 
on a confinement case in the second stage of labor does 
a vaginal examination and the patient later develops 
puerperal septicemia, the nurse cannot ordinarily be 
held. Another obligation which a nurse owes to the pa- 
tient is that of due care in preventing the spread of 
communicable diseases. She should, of course, use all 
reasonable precautions known to her to avoid such 
spread. While caring for a scarlet-fever patient, for ex- 
ample, she should not accept a confinement or surgical 
case unless the physician or patient has been acquaint- 
ed with the facts. A nurse also owes a duty to her pa- 
tient when working under the direction and super- 
vision of a physician in faithfully carrying out his 
reasonable orders and directions. She is bound, more- 
over, to use her judgment based on experience. A case 
is cited in the Philippine Islands. A doctor asked for a 
10-per-cent cocaine solution with adrenaline to inject 
into the throat of a patient. The injection was given 
and shortly thereafter the patient died in convulsions. 
The doctor then asked if the novacaine was fresh and 
the head nurse replied, “It was not novacaine, but 10- 
per-cent cocaine.” The judgment absolved the doctor 
but committed the nurse to prison for one year. In such 
a case the nurse’s experience should have warned her 
of the danger of the solution. She should have refused 
to carry out the order and warned the doctor. 

Sometimes conditions arise in which the patient, or 
the relatives of the patient, induce the nurse to commit 
some act or administer some treatment which has not 
been ordered by the doctor, or to refrain from carrying 
out his orders. The nurse owes no allegiance except to 
the doctor. 

If she fails to carry out the doctor’s orders to the 
danger of the patient she will be deemed guilty of neg- 
ligence notwithstanding the fact that the patient 
sought to direct her actions. The hospital will be held 
responsible. The essence of the legal obligations which 
the nurse owes the patient lies in performing all those 
duties that may rightfully come within the scope of 
nursing, carrying out faithfully all reasonable doctor's 
orders, avoiding all acts which her conscience and 
judgment tell her are dangerous for the welfare of the 
patient; and in the absence of his medical aid, doing 
all within her power in emergencies until a physician 
arrives. 


On the Witness Stand 


Remote from her duties as it may seem, sooner or 
later in her career, any nurse may be called upon to 
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be a witness to the making of a will, or what is more 
important, actually aiding a suddenly stricken patient 
in making a will. 

As a witness, she should refuse to sign unless she be- 
lieves the testator to be of sound mind and unless she 
sees the patient and the other witnesses sign the will. 
Should the patient be physically unable to sign the 
will, but signifies his willingness, his hand may be 
guided in making the signature, or should he be illiter- 
ate, or too feeble, an X or any other mark is legal. 

It is important to remember that should the nurse 
be a beneficiary in the will, she should not sign it, as in 
some states, her signature would automatically make 
the clause concerning her, invalid. 

Besides wills, there is a seldom-used, but legal means 
of disposing of property, other than real estate, when 
death is believed imminent. It is called, “Gifts Mortis 
Causa.” A patient believing death imminent may give 
to whom he desires, whatever personal property he 
wishes by simply stating his wish in the presence of 
witnesses. These gifts are legal only if the patient dies 
immediately. 

Undue influence is the most frequent cause of dis- 
pute in the probating of wills. Anything which makes 
the testator do something he would not do if let alone, 
is undue influence. Influence by kindness is not undue 
influence, though kindness naturally develops prefer- 
ences. It is necessary for a nurse to understand these 
things, in order that she may be able to testify intel- 
ligently should the will to which she has been a wit- 
ness be contested. 

To many nurses there comes an occasion when they 
find themselves on a witness stand in a court of law. 
They may be called as well as any other citizen, and 
they may be called upon to testify as expert witnesses 
concerning matters involving all of their professional 
knowledge or duties. As we all know, there are two 
ways of getting witnesses into court: voluntarily, and 
by the means of legal processes. In case of need the 
nurse should go voluntarily. If subpoenaed, and she is 
sick or incapacitated she must have a medical certi- 
ficate from a licensed physician, or she may be arrested 
for contempt of court. Usually the nurse is asked to 
bring charts, records, papers, or documents which per- 
tain to her duties — but she cannot be compelled to do 
so when working for an institution which has control 
of them. 

Testimony given by the witnesses is of two kinds; 
that is, it may concern either facts or opinions. Usually 
ordinary witnesses are permitted to give only facts 
which consist of anything we experience by means of 
our senses. Various other types of testimony or evi- 
dence are required in court, such as dying declarations 
which can only be such when the patient is conscious 
of impending death and not under the influence of nar- 
cotics or hypnotics. These principles apply to the nurse 
indirectly as they involve the hospital. The nurse is 
an employee of the institution; I deem it advisable, 
therefore, that all nurses be instructed concerning the 
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legal aspects of nursing, and the art of acting as a wit- 
ness, for the benefit both to herself and to the hospital. 


Criminal Acts 

As any other citizen, a nurse may subject herself 
to prosecution in one or two ways: either by deliber- 
ately doing something which the law says is a criminal 
act, or by failing to do something required by law. 
Ignorance of the law is never an excuse for breaking it. 
A deliberate crime follows evil intent but involuntary 
crimes are also committed. Only two kinds of crimes 
are of particular interest to the nurse: crimes against 
the person, as negligence, assault and battery; and 
crimes against a community, as encroaching upon the 
practice of medicine, etc. 

The courts are inclined to assume the attitude that 
a graduate nurse possesses a high degree of profes- 
sional knowledge and skill, and when she fails to ex- 
ercise that knowledge and skill, to the danger of her 
patient’s life, then she is guilty of criminal negligence 
and may suffer prosecution. Therefore, should a nurse 
have knowledge which would fix a crime on a particular 
person, for instance, a doctor who had committed an 
abortion, and not communicate that knowledge, when 
legally required, she is guilty of being an accessory to 
the crime and can be prosecuted as such. 

Criminal negligence has been defined as any act of 
commission or omission in which a degree of negligence 
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exists which may inflict a serious wrong upon another. 
To illustrate this, suppose a nurse under a doctor’s 
orders injects a hypodermic of 4 grain of morphine 
into a vein instead of subcutaneously, and the patient 
dies as a result. The hospital would be deemed guilty 
of criminal negligence through its employee, the nurse. 
In the domain of nursing it is safe to state that as the 
degree of nursing skill and training increases, the de- 
gree of due care which the nurses must exercise increas- 
es in like ratio with reference to criminal negligence. 
As to the distribution of narcotics by the nurse, she is 
governed by the laws which govern the institution in 
which she is employed. 

The nurse must make sure that the institution or 
doctor she is working for is properly licensed under 
the Harrison Anti-Narcotic Act, or any state narcotic 
act that may exist. When she is acting as an agent of 
an institution so registered, all narcotics found in her 
possession are subject to confiscation and become evi- 
dence against her as a violator of the Anti-Narcotic 
Act. If a patient has obtained narcotics lawfully, the 
nurse acts only as the agent of the physician who wrote 
the prescription, if she administers them. Upon discon- 
tinuing a case she should surrender all narcotics to 
the doctor. 

In closing, I will state that, as in medicine so in legal 
medicine, prevention is far better and cheaper than 


cure. 





Miss Lyda O'Shea, R.N. 


has become more and more evident during the 

evolution of nursing education.* That they fill a 
very important place in the complete training and ul- 
timate success of the young woman who adopts nurs- 
ing as a lifework is agreed by all who are anxious to 
accomplish the end to which nursing is dedicated — 
the intelligent care of the patient. 

There are two classes of affiliations, required and 
elective. Required affiliations are essential for teaching 
and clinical experience in the basic subjects if a school 
cannot provide the requisite training in services that 
are obligatory to insure the school’s recognition on the 
accredited list thus enabling its graduates to qualify 
for state registration. Elective affiliations are supple- 
mentary and have the purpose of providing education 
and experience in those fields of nursing which although 
not obligatory are desirable to give the student special 
training to qualify her for greater usefulness and to 
open up to her larger fields, such as communicable-di- 
sease nursing, psychiatric nursing, and public health 
nursing. 


“Tins importance of school and hospital affiliations 





*Read at the Illinois Conference of the Catholic Hospital Association, Peoria, 
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Graduates of special hospitals are required to have a 
year in a general hospital before they are eligible for 
state registration. This training must include three 
months in each major service. It may be incorporated 
in the regular course of training or be taken as a post- 
graduate course. 

In its survey of schools of nursing the state must 
determine whether the clinical material provided by 
the hospital in each service, and the hours of theory 
given in the class and lecture room, meet the require- 
ment of the law. In many cases it is found that the 
school is planned to meet the needs of the hospital but 
that the hospital is not planned to meet the needs of 
the school if the student is to be educated in such a 
way as to qualify her to encounter the tasks she is re- 
quired to perform after leaving the school. 


Required and Elective Affiliations 

Affiliation is required in the majority of schools, in 
medical nursing, obstetrical nursing, and pediatrics. 
Service in tuberculosis, psychiatry, and communicable 
diseases is accepted as adding to the medical nursing 
experience. 

In obstetrical nursing the requirement demands that 
the department be segregated, with a supervisor who 
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has had special training for this type of service. The 
requirement calls for three months of service divided 
between the care of mothers, the nursery, and the de- 
livery room, the minimum being ninety nursing days, 
with twelve “scrubs” and about twenty predelivery ob- 
servations all with attendant nursing service. 

Child hygiene and infant feeding is a science in itself, 
yet many hospitals have no special department for this 
study, so important to the student and to the progress 
of nursing education. During the past few years, a num- 
ber of hospitals have established pediatric departments. 
Where their clinical material did not meet the state re- 
quirements, they have supplemented it by admitting 
charity cases to provide the requisite clinical experience 
for nurses. In this way the hospital is fulfilling its obli- 
gation to the community and is meeting the very ur- 
gent demand for training students in this field of nurs- 
ing. 

Elective affiliations offer interesting possibilities in 
rounding out a wisely developed plan of nursing edu- 
cation. Nurses are recognizing their inability to meet 
the requirements of, or to develop possibilities in, spe- 
cial lines of work. They are meeting problems and 
situations for which their hospital training did not pro- 
vide. Nursing is a progressive profession and the de- 
velopments of medical science has brought new re- 
sponsibilities. The nurse of today must be prepared 
during the course of her training to collaborate with 
the physician fully so that his work along the newer 
scientific lines may not be hampered by her lack of 
training or her ignorance. In order to meet this prob- 
lem, schools of nursing should supplement the basic 
course of training and teach all branches of nursing. 
This can be accomplished only by affiliations. 

In a great majority of states, the law governing 
schools of nursing does not require practical experience 
in contagious, psychiatric, or public health nursing, yet 
we all agree, I am sure, that training in these services 
is necessary before a nurse is fully qualified to serve 
all her public intelligently. 

Training in contagious-disease nursing is important. 
A nurse should be familiar with the modern method of 
protection against these diseases by immunization. 
Many nurses are graduated without practical training 
in the prevention of contagious diseases. Ignorance on 
the part of the public, of the precautions to be taken, is 
reflected in the mortality rate. Delay in the recognition 
of the symptoms of contagious diseases results in serious 
complications rendering the prognosis grave. Only the 
education of the public will remedy these conditions, 
and there is no better way to disseminate the necessary 
instruction than through the nursing profession. Again, 
public health work in recent years has offered so many 
new opportunities to nurses that an increasingly large 
number have been attracted to this field. It is of the 
utmost importance that all nurses, in every branch of 
nursing, have a knowledge of contagious diseases in 
order that they may instruct the public and be suffi- 
ciently well informed to recognize symptoms and es- 
tablish quarantine. 
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Psychiatric Nursing 


Another important affiliation is suggested for psy- 
chiatric nursing. We are all familiar with the depend- 
ence of physicians upon nurses in our general hospiials. 
It naturally follows that when physicians are engaged 
in the study of mental disorders there is need to sup- 
plement their efforts with the work of specially trained 
psychiatric nurses. The question is often discussed, 
“Should training in psychiatry form a part of the basic 
curriculum ?”’ Undoubtedly, it should, for a nurse will 
often meet, and have to care for in the course of her 
regular work, mental disorders which occur as a com- 
plication of ordinary disease. The daily increasing 
number of mental cases as evidenced by statistics, and 
the consequent importance which mental diseases are 
assuming in medical and surgical interest, still tend to 
emphasize the importance of psychiatric training. 

Until quite recently the care of mental cases was en- 
tirely custodial, being given by attendants, and was 
chiefly watchful and protective in its nature. We have 
passed beyond this stage of thought and have begun to 
consider many mental disorders as offering a hopeful 
prognosis if given intelligent and scientific treatment. 
Here good nursing and the ability to observe and in- 
terpret symptoms becomes an indispensable factor in 
the application of diagnostic tests and therapeutic 
treatments that are indicated, the effect of which de- 
pends largely on the codperation of a nurse skilled in 
the practice of psychiatric nursing. 

In inspection of state hospitals for the insane, it has 
been interesting to note the difference in the type of 
nursing done by attendants and that practiced by stu- 
dent nurses. The former are concerned only with the 
physical and personal needs of the patient, while the 
student’s interest is scientific as well as humane, and 
so concerned with observation of the patient’s symp- 
toms and his progress under treatment. 

There should be little difficulty in arranging a psy- 
chiatric affiliation in the senior year and let us hope 
that many of our schools will effect such a program. 


Public Health Nursing 


Another affiliation in which there is growing interest 
and activity is public health nursing. The public health 
movement embracing as it does the three graver prob- 
lems of society, namely, tuberculosis, the health of 
school children, and the welfare of infants, has found 
the public health nurse an indispensable factor. This 
field is steadily enlarging and demanding specially 
trained women. For the nurse, then, who is to serve in 
the public health field, which has been so generously 
and confidently assigned her, there comes the de- 
mand for better and more extensive training. Part of 
this could be secured by an elective affiliation, and the 
demand for it will prove helpful in stimulating schools 
to further effort in promoting this type of training, and 
the complete course taken as postgraduate work in 
schools which have exceptional facilities for such train- 


ing. 
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The purpose of the undergraduate student affiliation 
would be to give the student an enlarged social view- 
point and an appreciation of the importance of com- 
munity health work; to give her practice in adapting 
her knowledge of bedside nursing to conditions as she 
finds them in the home and — what is vital to her — 
to give her an opportunity to test her aptitude for this 
type of service. Affiliation for public health nursing is 
valuable to the student whether she enters the public 
health field or chooses another career, for with the ex- 
perience and contacts it gives her she enters on her pro- 
fessional life with a better understanding of people and 
their problems and a keener appreciation of her own 
opportunities to serve the public. 

There also has been considerable discussion as to 
whether public health nursing should continue to be a 
specialized field or be made a part of the basic curricu- 
lum, but I believe the majority agree that public health 
nursing is of fundamental importance and will even- 
tually take its place in the basic curriculum. The stu- 
dent should be trained to realize her individual respon- 
sibility for maintenance of health and the prevention 
of disease in her community and likewise be given an 
opportunity for the practical application of the 
theoretical ideal. 


Selecting Affiliations 


It is the duty of the director of the school sending 
students for affiliation, to select affiliations with care, 
for it sometimes happens in an effort to give a broader 
education and a glimpse of other fields of nursing, that 
students are exploited. Before entering into a contract 
she should ascertain whether the affiliation is accred- 
ited, investigate the living conditions, hours of duty, 
discipline, ethical standards, and be assured that the 
service for which the student is affiliating will be given 
and most of all whether the student is desired merely 
to supplement the nursing staff, or if genuine experi- 
ence is offered and supervised in a manner to make it 
of educational value. 

In all courses where affiliated students are accepted 
the classwork and service should be correlated in order 
to insure more intelligent care of the patient, as well 
as to contribute materially to the education of the stu- 
dent. By way of comment permit me to state here that 
the outstanding need in our schools of nursing today 
is for specially trained ward supervisors qualified and 
competent to teach the refinement of nursing as well 
as the practice of nursing. It is highly desirable that 
our bedside teaching should be improved. Good nurs- 
ing cannot be taught where good nursing has not been 
an important part of the supervisor’s education. 

The choice of openings which awaited a young nurse 
graduating a few years ago was a simple matter — 
there were but few lines to choose from. Today, that 
choice has become a complicated matter due to the ad- 
vances made in medical, sanitary, and social sciences 
which have extended the nursing horizon. It is incum- 
bent, then, upon schools of nursing to provide for their 
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graduates such education as will qualify them to meet 
these opportunities with honor and credit to their pro- 
fession and their schools. 

To you has been assigned the high privilege of fur- 
nishing an essential service to society. Not as represen- 
tatives of any one school are you gathered here today 
but as a united band of Catholic workers who daily, for 
years, have been facing and meeting the vital issues of 
promoting nursing education, whose vision and leader- 
ship is beyond question, and whose solicitude for the 
young woman who comes to you to be prepared for 
her lifework, is unceasing. A zeal for the fundamentals 
that have earned approval is praiseworthy, but do not 
say, “We stop here.” 

Modern education is a process of continuous growth 
in conformity with scientific and social advances as 
they are made. Although no school can provide an edu- 
cation which will anticipate all future contingencies in 
the professional life of its graduates, it is called upon 
to give an education which will enable the nurse to 
keep abreast of the changes in a world where “the 
thought of today is the deed of tomorrow.” 

Catholic schools of nursing have always been in the 
vanguard of the spirit of progress. In the necessary 
work of adaptation to present and future needs of so- 
ciety and in the profession, they may be counted upon 
to remain there. 


Nursing-Education Meeting 

The Central Council on Nursing Education at Chicago, will 
hold a luncheon meeting on February 14, at the Palmer House. 
The meeting, which will be held immediately following the 
joint session of the Council on Medical Education and Hos- 
pitals of the American Medical Association and the American 
Conference on Hospital Service, is to be devoted to nursing. 
A feature of the meeting will be an address on “Future Trends 
in Nursing,” by Dr. Winford H. Smith, director of Johns 
Hopkins Hospital. 

Alumnae Elects Officers 

St. Joseph’s Nurses’ Alumnae, Fort Wayne, Ind., on De- 
cember 5, elected officers for the ensuing year. Sister M. Con- 
firma, superintendent of the school of nursing, was recently 
appointed a member of the board of directors of the nurses’ 
registry of District No. 1. 


Donation Week for Hospital 

Annual donation days, in charge of the St. Anthony Aid 
Society, for St. Francis Hospital for Incurables, at Lick Run, 
Cincinnati, Ohio, began December 6 and continued through 
to December 13. Contributions of canned goods, foods, linens, 
and other useful articles, as well as cash, were welcomed by 
the hospital. 

Blaze at Hospital 

A fire at Mercy Hospital, Manistee, Mich., caused damages 
in the laundry, amounting to $150. A blowtorch being used to 
thaw a water pipe was the cause of the blaze. 


Sanitarium on Approved List 

It was announced recently that Mount Mercy Sanitarium, 
conducted by the Sisters of Mercy at Munster, Hammond, 
Ind., has been placed on the approved list of hospitals of the 
American Medical Association. The institution, which has 
been in existence for only a few years, maintains no surgical 
department, but it is well equipped to handle mental, nervous, 
and chronic cases. Sister M. Reginald, president of the In- 
diana Catholic Hospital Association, is superintendent of the 
sanitarium. 





Improving Ward Teaching and Supervision 
Sister M. Felicitas, R. N. 


before you this afternoon, to give a paper on the 

subject “Improving Ward Teaching and Super- 
vision,” for although realizing its vital importance, I 
also appreciate the fact that it involves problems that 
at times are somewhat difficult to solve.* 

We shall first analyze the subject of this paper: 
Ward Teaching or Teaching on the Wards. In order to 
attain this end we must have a teacher and also stu- 
dents. We can at once answer the latter part of the 
question with the students of the school of nursing, as 
one of the functions of the hospital is to maintain a 
school of nursing and a laboratory or workshop, the 
ward, in which the required practical experience in 
nursing may be given. 

We find it more difficult to answer the question of 
who is the teacher. In continuation classes and high 
schools, where the laboratories are used to put theory 
into practice, it has been found necessary to have the 
same teacher who has taught theory follow up the 
student with practical work in the laboratory. The 
pupils are not left to themselves to work out the prac- 
tical side of what has been taught in the classroom: 
And it is logical that the teacher who has taught the 
theory is the proper one to teach and direct the work 
of the students in the laboratory or wards until pro- 
ficiency is attained. 

As the hospital has a twofold duty to perform, that 
of taking care of the patients as well as having schools 
of nursing, we are in a different situation from that of 
high schools where there is merely one function to 
perform, that of teaching. We must bear in mind the 
necessity of taking care of the patients and restoring 
them to health, and this is of primary importance; 
hence the necessity of having supervisors of wards. 
As the two functions of the hospital are so closely cor- 
related, we see at once that, necessarily, we must work 
in the two functions simultaneously. While restoring 
the patient to health we must also teach the student 
the “art of nursing.” The instructor and the super- 
visors of wards must, therefore, work hand in hand in 
order to fulfill this twofold duty. 


I: IS with a feeling akin to temerity that I appear 


The Supervisor’s Part 


In regard to the principles of supervision, it may be 
of advantage to quote from the Essentials of Teaching, 
by McMurray: “Supervision is a matter of rendering 
expert aid to those who are supervised, in response to 
felt needs. It furthers the efficiency of the worker, 
and by recognizing felt needs, the best contact can be 
made — naturally giving the best results.” To be effec- 
tive this supervision cannot be haphazard or spas- 
modic, but must follow educational lines. The super- 


*Read at the first annual meeting of the Ontario Conference of the 
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visor should have a broad background socially, educa- 
tionally, and professionally; should be an expert in 
her own field and capable of a leadership which is 
tested by her ability to maintain the interest and en- 
thusiasm of the students and to meet their appeal for 
assistance. She should continuously be a student her- 
self, keeping abreast of advances in nursing progress 
for supervisors who do not take time to study, or who 
do not consider it worth while to read cannot lead. 

The supervisor is very dependent on the superin- 
tendent of nurses, who should provide an adequate 
staff and follow a definite plan in assigning nurses to 
services, while avoiding too frequent changes. She 
should confer with the supervisor before making re- 
quired changes, because if these are unplanned, they 
disturb the management. She should arrange to have 
the staff properly balanced so that lectures and classes 
interfere as little as possible with the routine work in 
the wards. The assignment of duties should be equally 
divided and graded according to the students on that 
particular service; and each individual should receive 
instruction when necessary. A new student, on report- 
ing, will thus be given special attention and assistance. 

Each morning a quick survey of the ward by the 
supervisor accompanied by the night nurse, will reveal 
any marked change in the patients’ conditions, lack 
of satisfactory nursing care, and incidentally the gen- 
eral appearance of the wards, utility rooms, medicine 
cupboards, etc. This is followed by the reading of the 
night report in the presence of all students and thus 
the opportunity of discussing symptoms, treatments, 
nursing care of various patients, etc., is available. In 
view of its educational value I consider this matter of 
vital importance. 

There should be a systematic linking up between the 
theory taught in the classroom and experience on the 
words. This applies particularly to medical service. 
It has been found that Ward Study Units in medical 
nursing, by Florence K. Wilson and published by J. 
B. Lippincott Company, is of great assistance when 
the student is placed on the medical service. This book 
fills a longfelt need as many supervisors find that the 
student on coming to the medical service has not 
sufficient knowledge regarding disease to be able to 
study the patients as she should. 

It is imperative that the supervisor be familiar with 
the methods taught in the classroom; hence, the value 
of mimeographed loose-leaf copies on the wards and 
staff discussion of advisability in changes of proced- 
ures. The supervisor, as well as the instructor, has a 
teaching responsibility. If she is not properly trained 
in the principles and methods of teaching and in the 
laws of learning, she will fail in her duty, owing to her 
lack of ability to incite mental activity in the pupil; 
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and there is no purpose in teaching, if there is no 
mental activity on the part of the pupil. Psychological 
studies have demonstrated that the teacher cannot 
place knowledge in the student’s mind. The latter must 
accomplish this for herself. The supervisor must there- 
fore have had adequate training in the laws of learn- 
ing to incite this activity in the pupil. 


Haste Makes Waste 

When the student is assigned to a certain service, 
the supervisor is responsible for the experience which 
the student receives while in this department. She 
must have ample practice to enable her to acquire 
manual skill in the various procedures and thereby 
minister intelligently to the patient. So often in our 
busy hospitals the student is urged to increase her 
speed, at the expense of accuracy and consideration for 
the sick. Time studies should be of material assist- 
ance here in helping to eliminate this danger. This 
problem may also be overcome to a great extent by 
having the ward sufficiently staffed both as to number 
of nurses and domestic help. 

Quoting from the Principles of Teaching, by Sister 
John Gabriel: “To secure interest on the part of the 
student an appeal to the instinct of emulation will 
often insure earnest work. The desire of the nurse to 
do as well as the nurse who preceded her in the de- 
partment, or the desire of one class to compete with 
another class for standards of work, will in many in- 
stances awaken a lively interest.” 

Possibly the most common cause of lack of interest 
and attention on the part of the class or the individual 
student is indifference and lack of energy on the part 
of the supervisor. Enthusiasm is contagious and if the 
teacher or supervisor is enthusiastic over a conditon or 
type of procedure, the student will react to that situa- 
tion in exactly the same way. It is useless to expect 
vigorous action on the part of the student if the super- 
visor is not sufficiently interested to look over the work 
assigned to the student and comment upon it. There 
are supervisors who assign patients to students, and 
then consider their part done. They leave the student 
to carry out what she has learned in the classroom 
regardless of the consequences. That nurse usually 
makes many mistakes, and may become a total failure. 
The responsibility then rests upon the supervisor. 
Such behavior on the part of a supervisor will never 
call forth interest and attention on the part of the 
student. 

The facts drilled in the classroom should be applied 
to real situations on the ward as soon as possible. 
Every exercise should be motivated and the student 
should know when, where, why, as well as how, the 
lesson can be reproduced. 


Instructor for Practical Work 
As a result of my experience, I feel that there should 
be a full-time instructor for practical work alone. 
During the student’s preliminary training, practice on 
the wards should be taught by the instructor with the 
codperation of the supervisor. The instructor should 
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be familiar with ward conditions and events. She will 
find numerous projects in this way, as there are 
various attributes that can be exemplified only on the 
ward, though their development is influenced by many 
theoretical subjects. Morning conference with proba- 
tioners before class is a splendid opportunity for dis- 
cussing the most interesting cases on the wards. Here, 
the instructor can point out, not only the weak points 
observed in the student’s work, etc., but also the exist- 
ing symptoms which the student should observe in the 
patients. The students should be encouraged to con- 
tribute to the discussions as far as time permits, setting 
forth their difficulties, etc., of the previous day’s ex- 
perience in practicing on the ward. 

From an educational point of view the lesson taught 
in the classroom is lost on the wards if the equipment 
is different or incomplete; hence, the necessity of 
adequate equipment, both in the demonstration room 
and on the wards. The student should be taught to 
correlate all subjects taught in the classroom with ward 
and from the ward to the classroom it will, therefore, 
be necessary to study the ward very carefully in order 
to see if it contains the elements that make up good 
practical experience. 

In order to have a definite method in recording the 
student’s proficiency in the practical procedures, we 
list the entire three years; the supervisor or instruc- 
tor then checks off each student as she becomes pro- 
ficient. 

To summarize the foregoing points, it is necessary 
for proper ward teaching: 

That there be perfect codperation between the 
supervisors and instructors. 

That sufficient service be supplied to allow proper 
teaching to be carried out on the wards. 

That sufficient domestic help be supplied to the 
wards, thereby preventing a waste of time on the part 
of the nurse. 

That the governing body or those responsible should 
make a very careful selection of their supervisors, 
making sure that these have had adequate study in the 
principles of teaching and the laws of learning. 

That a full-time instructor be supplied for practical 
work enabling her to teach adequately on the ward 
those facts which she had given in theory and demon- 
stration. 

That wards and demonstration rooms be properly 
equipped. a 
Plan Chinese Leprosarium 

Maryknoll Missioners are planning to start a leprosarium 
in South China. In anticipation of the project, Rev. Joseph 
A. Sweeney, of New Britain, Conn., a pioneer missioner, has 
recently completed a year’s study on this phase of work in 
the Orient. Father Sweeney, who is now in this country for 
a brief visit following eleven years’ work in the foreign 
mission field, states that China has 4,000,000 lepers, only 
about 2,000 of whem are cared for in institutions. 


Graduation at Halifax Infirmary 
Nine student nurses, including two Sisters, received their 
diplomas at Halifax Infirmary, Halifax, N. S., Canada, on 
November 25. Very Rev. Dean McManus presided at the 
exercises and Dr. Gerald Burns addressed the class. 














certainly opens the door of inquiry to all hos- 

pital people, in a most impelling and interesting 
manner.* But, first, what is economy in a hospital ? 
Maintenance is perhaps more easily answered. Our 
hospital plants have become standardized. Their build- 
ings have been erected in a most improved and ap- 
proved manner, equipped along lines which would 
bring the frown of disapproval from our now consti- 
tuted and accepted authorities on hospital construc- 
tion, equipment, and organization. Their maintenance 
must in all logic follow along the lines laid down by 
these guiding spirits of our hospital existence. 

What standardization has done for construction, 
equipment, and organization, it has also done for 
maintenance. We have then but to inform ourselves 
correctly in the technique of these fundamentals to be 
sure that we are on the right track in their perpetua- 
tion. In using the word maintenance, I am confining 
myself to its most exclusive interpretation, a restric- 
tion, however, from which I shall escape when essay- 
ing to express my views on economics. 

In the voluminous report to our boards of managers, 
from month to month, the heading Maintenance refers 
to maintenance of grounds and buildings, machinery 
and equipment. No other item is considered under this 
exclusive head. I shall, therefore, so confine myself in 
the elucidation of this subject. 

The successful administration depending so largely 
for its efficiency and results on the efficiency of its in- 
dividual units, the competency and loyalty of their 
respective heads, this becomes especially true and vital 
in the successful maintenance of the departments 
which I have enumerated. 


G cee Problems of Economy and Maintenance 


Efficient Maintenance 

Following out the principle of departmentalization, 
it is imperative that the head of the mechanical de- 
partment, should be a man of unquestioned ability in 
training, experience, and judgment, and a man of 
character, a resourceful man working for the best in- 
terests of the institution, with full knowledge of the 
problems with which he will be confronted. The plant 
under his charge consumes a large part of the expen- 
ditures necessary in the operation of the hospital. 
There are great potentialities of waste incident to lack 
of proper supervision, in the purchase and use of the 
commodities consumed, and in the selection and direc- 
tion of the personnel of his department. 

To give but a hint of his responsibilities, he must 
be a man of the caliber commensurate with the size 
and importance of the plant over which he presides, 
with mechanical and operating authority. Furthermore 
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he must be provided with the equipment necessary to 
conduct his office, and instruments of precision and 
record. He must be competent to compute savings in 
fuel, and the percentage of ash produced in the con- 
sumption of a pound of coal. He must have a 
knowledge of boilers, tubes, and oil inspection, and be 
able to detect minor difficulties which will become 
major in importance by indifference, ignorance, or 
neglect. His reports on all these matters must be re- 
ferred to the administrative head, who must be in- 
terested and alert in grasping and weighing their im- 
port. 

To quote an eminent authority on economy of main- 
tenance, I may say that there is close relationship be- 
tween efficiency in planning and economy in operation. 
The architects and builders of our hospitals, therefore, 
must be held partly to account in the final showing. 
Unfortunately, until very recent times, the perform- 
ances of our hospital architects have not been closely 
enough correlated with the advice, supervision, and 
guidance of our administrators. This defect is now 
slowly being remedied. 

Such considerations as choice between high- and 
low-pressure boilers, generation of steam for cooking, 
laundry, and sterilization purposes from a centralized 
plant or from decentralized units, institutional manu- 
facture of light and power, purchase or manufacture 
of ice, original installation of the first grade of pipe 
and plumbing fixtures, and whether pipes should be 
located in walls or exposed in stacks, mechanical or 
natural ventilation — the decision of these fundamen- 
tal questions will affect for long years, the monthly 
reports, will be reflected in the cost of maintenance, 
and will establish for a long time the position of 
various items on the budget. Is it not like advising the 
future successful citizen to choose well his grand- 
father ? 

Maintenance will include shop repairs and house 
repairs, which, if carefully and efficiently carried out 
and conscientiously performed, will have their bear- 
ing on the results. 

The maintenance of buildings is, of course, sub- 
sidiary to the cost of maintenance of machinery and 
equipment, yet the question of how much painting 
may be permitted to keep up to a proper grade of 
repair and sanitation is a question to be answered by 
no rule. Hospitals of considerable size must maintain 
one painter at least by the month or year, and all the 
work that he can perform six days a week will barely 
keep abreast of the need for even average painting 
upkeep. Those departments which receive the greatest 
wear and tear, can be maintained in acceptable con- 
dition only through the use of fresh paint. Such de- 
partments as dining rooms, the dietary and milk- 
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formula laboratories, surgical and delivery-room units, 
as well as their adjoining rooms, private rooms, and 
wards long used by patients, will hardly permit of 
restrictions in painting if necessary hospital upkeep 
is to be given its proper place in the annual budget. 


The Linen Supply 

While the operation and output of the laundry as 
an item, in either the maintenance or the expense 
account may be debated, some questions relative to 
the linen hardly admit of differences of opinion. That 
the cost of linen is an item of major consideration to 
the hospital, and the question of its conservation, 
one that has given many anxious hours to all adminis- 
trators, is too well known, yet the final answer has not 
yet been given to questions involving the purchase, 
care, and distribution of linen. 

The matter of selection in the purchase of the linen 
supply may be left in the realm of economics, and that 
I shall not touch upon at this time, but the everyday 
problem pertaining to laundering and distribution, can 
at no time be evaded. Several systems of distribution 
have been discussed and tried in different institutions, 
all meritorious under varying conditions, but the size 
and character of the hospital service must be con- 
sidered before making the decision. We may have a 
standard for each unit of operation, and a marking 
of linen to designate these units, but this contemplates 
a count of linen in the ward, and another on.coming 
back from the laundry, to insure a complete return. 

The linen for the institution as a whole may be 
marked, counted in the ward, placed in bags, and sent 
to the laundry. Requisitions may be made and filled 
in the laundry for the following day’s demands, but 
certain units will be more careless than others, and 
there can be no established responsibility for this care- 
lessness, unless the requisitions and supply cabinets 
are carefully watched. This may often be imprac- 
ticable. 

Exchange of clean linen for soiled necessitates an 
exchange in the ward. In the labor of counting, there 
is almost invariably a difference in the count between 
the ward and laundry, and consequent constant dis- 
cussion of the count. In no system will two counts 
absolutely tally, and the conservation of the linen is 
debatable. When the nursing unit needs the linen, 
someone must supply it, and, therefore, if it is not 
furnished in one way it will be in another. In my ex- 
perience in the larger hospitals, the establishment of a 
central linen room under the charge of an experienced 
and reliable head, is by far the best method of care 
and distribution. 

Reclamation of gauze may be taken up as a ques- 
tion among the many long-debated problems of 
economics. I leave each hospital executive to settle 
the question for himself, after due deliberation and 
conference with his chief of nursing service, operat- 
ing-room head; and any others who may throw light 
upon the long-vexed question. I may say at this junc- 
ture, that, in view of recent utterances on the question 
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of standardization of dressings, this subject may be 
considered no longer debatable, and relegated to the 
limbo of such antiquated questions as individual 
preparation of catgut ligatures, horse-hair sutures, and 
the tearing of muslin bandages, all of which I prac- 
ticed in the days of my “Chambers Street” service in 
New York in the year 1894. 

Salvage of refuse and kitchen waste will likewise 
have to be taken up as individual hospital concerns. 
There is room for savings, and there will be reward 
(perhaps largely moral) for those who will give it the 
thought and studied interest which the subject de- 
mands. An entente-cordiale established with your gar- 
bage collector will be rewarded by periodical return 
of complete outfits of silverware from the most care- 
fully operated kitchen departments, and the utilization 
of the reverse side of used envelopes for scratch pads 
will remove the necessity of supplying the more ele- 
gant standard article for the constant daily use of 
this necessity. I do not recommend it but I have known 
it to be done, and this gradation, purposely inter- 
jected in this connection, brings us by the same grada- 
tion to the question of economics. How far shall you 
let the subject take you into the delicate realm of 
hospital administration ? 


Economic Considerations 

Here we enter the most sacredly guarded precincts 
of the hospital, for here we come face to face with the 
patient, the raison d’étre of the institution, and its 
multifarious activities. I will remind you that, while 
the modern hospital is an important item in the vast 
and rapidly expanding region of our national economic 
system, I shall spare you the repetition of the stupen- 
dous figures so commonly presented at hospital con- 
ventions. I unsparingly level these pyramids to the 
plane of the one remaining unit of the hospital where 
we at least of the older school resist the standardiza- 
tion impulse and in this essential hospital realm pul- 
sating with the tender tradition and idealization of the 
ages, let us look with dispassionate yet sincerely con- 
scientious conception at what it is we are asked to do 
when we enter the region of the economic considera- 
tion of the hospital administration problem as it affects 
the care, the comfort, the peace of mind, the esthetic 
atmosphere, the aura of the ego of the patient; that 
consideration alas too often made secondary to econ- 
omics of maintenance, scientific and teaching enthus- 
iasm, professional prestige, or other material and 
temporal considerations. Here is a region full of diffi- 
cult and dangerous pitfalls requiring balanced judg- 
ment, backed by seasoned experience and courage, to 
keep the feet upon firm ground. 

The economics of purchase and supply holds the 
key to much of the success or failure of the budgetary 
outcome, at best but a guidepost to the year’s trans- 
actions. To go for a moment into the practical pre- 
cincts of the hospital stores, purchasing, on no matter 
how small a scale, should be on a competitive basis, 
yet price alone should never govern, price plus quality 
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plus service should be the criteria in all cases. Pur- 
chasing of staple commodities from hand to mouth is 
never an approved, economic practice, yet sometimes 
the financial status of the hospital will make the ques- 
tion a difficult one. Overstocking should, of course, be 
guarded against, yet certain staples, such as gauze, 
cotton, adhesive, sheets, pillow cases, and similar items 
should be purchased once or twice a year in sufficient 
quantities to insure a discount of consideration, and if 
it is necessary to seek financial assistance to enable 
the purchasing department to make purchase of quan- 
tities of these supplies, it is good business judgment to 
borrow for this purpose. It is general knowledge that 
large industrial corporations do much business on bor- 
rowed capital, and while the borrowing of money with- 
out a sound financial plan is dangerous practice, the 
berrowing of money with justification is not only 
sound business but productive of much benefit. 

Much criticism comes from supply houses that 
hospitals do not know what they want. There is no 
uniformity in their demands or standards. Certainly 
anyone familiar with manufacturing processes realizes 
that if all the hospitals in the country would adopt a 
standard article in the realm of certain furnishings 
(which could be standardized without prejudice to 
the patients’ welfare, comfort, or good taste) prices 
would doubtless be 50 per cent lower than they are 
today. Here is a field where the standardization move- 
ment could be of inestimable benefit to the hospital. 

The weekly inspection of the hospital by the direc- 
tor, the superintendent of nurses, the housekeeper, and, 
perhaps, one or two others of the hospital personnel, 
will prevent or detect and supervene much waste. At 
this juncture, arrangements should be made for the 
inspection and condemning of articles for exchange. 
If the proper authority is known to perform this in- 
spection at regular stated intervals, there will develop 
a natural, wholesome restraint against carelessness or 
irresponsibility in the discarding of outworn or use- 
less articles and the requisitioning of new ones. 


Nursing Service 

A great authority has said, “No matter what the 
hospital’s ideals of service are, it is to the department 
of nursing more than to any other that the hospital 
must look for an expression of its ideals to its clientele. 
It is the attitude of the nurse, her method of approach, 
and her thoughtfulness of the patient’s comfort that 
creates favorable or adverse comments of the hospital 
service; therefore, a well-organized, well-functioning 
department of nursing is of paramount importance to 
the best interests of the institution.”” Many years ago 
I devised the apothem, “The School of Nursing Is the 
Soul of the Hospital.” 1 have never changed my feel- 
ings on this subject. 

The administration of the department has two func- 
tions, or fundamental phases, the actual nursing of the 
sick, and the teaching of student nurses. If the plan 
were universally adopted of substituting trained nurses 
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for student nurses in the nursing of the sick, from 
whence would the supply of trained nurses come if 
teaching the nurse at the bedside were abandoned? 
Certainly, both are activities which require a con- 
siderable outlay of money. No subject in recent years 
has brought forth wider discussion or greater diversity 
of opinion, than the question of the status of the 
nurse, the nursing school and its relation to the hos- 
pital, both from a professional and ethical, and an 
economic standpoint. The plan advocated by many 
of divorcing the nursing school from the general hos- 
pital administration, and erecting it into an independ- 
ent unit or of abandoning it altogether would, in my 
opinion, be the gravest error that any hospital could 
make. 

Dr. Burgess, director of the Committee of the Grad- 
ing of Nursing Schools says, “The nursing profession 
must face three questions; How many nursing schools 
are really needed? How can educational standards be 
raised to meet the public need? How can hospitals 
already struggling under heavy financial burdens pos- 
sibly afford to give up their schools?” 

These pertinent questions indicate in some small 
degree to the casual student of the situation how 
acute has become the general problem of the ethical 
and economic relationship of the nurse, the patient, 
and the hospital. 

The more these fine points of differentiation are 
studied and discussed (and you must remember that 
the academic question is in the hands of professional 
discussers), I think the more complex they will be- 
come if we expect to find the answer in actual mathe- 
matical equations, expressed in terms of economic 
profit and loss. What then shall the answer be, if there 
must be an answer? 

I am reminded of the labyrinth depths of despair 
into which that angel of mercy, that paragon of ideal- 
ism and practical deduction, was so often hurled in 
the midst of the gigantic work of which she was the 
pioneer. I refer, of course, to “The Lady With the 
Lamp,” Florence Nightingale, whose memory we adore. 

In the fuming caldron of the Crimea she found 
brain-racking and heart-breaking cause for daily and 
hourly thought and the answer to many curious prob- 
lems. Recently reading from the pages of one of her 
earliest writings, Notes on Nursing, a first edition of 
which I am happy to possess, published in London at 
the height of her career, I found the following sen- 
tences as the summing up of her rare conclusions on 
one of the most pressing of her strange inquiries. 
Possibly the Committee on the Grading of Nursing 
Schools, might find comfort in her simple answer. 
With your permission I will read from the original 
lines seeming strangely modern though written some 


75 years ago. 

Norte: I would earnestly ask my sisters to keep clear of the 
jargons both now current everywhere (for they are equally 
jargons); of jargon, namely, about the “rights” of women, 
which urges women to do all that men do, including the 
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medical and other professions, merely because men do it, and 
without regard to whether this is the best that women can do; 
and of the jargon which urges women to do nothing that men 
do, merely because they are women and should be, “recalled 
to a sense of their duty as women,” and because “this is 
women’s work,” and “that is men’s” and “these are things 
that women should not do,” which is all assertion, and noth- 
ing more. Surely woman should bring the best she has, what- 
ever it is, to the work of God’s world, without attending to 
either of these cries, for what they are, both of them, the one 
just as much as the other, but listen to the “what people will 
say,” to opinion, to the “voices from without,” and as a wise 
man has said, “No one has ever done anything great or useful 


Sister Gertrude 


NLY those who have dealt with food problems 
() in hospitals as contrasted with food problems 
in sanatoria can realize the difference in the 
food question presented by the two classes of institu- 
tions. Experience leads to the conclusion that the selec- 
tion of food in a sanatorium for tuberculosis is far 
more difficult than in any other type of institution for 
the sick. The reason for the failure to recognize the 
difficulties connected with sanatorium food service is 
that many do not consider sufficiently the fact that 
tuberculous patients are really sick, frequently bed- 
ridden, and that they may have complications such 
as nephritis, diabetes, colitis, gastric ulcer, constipa- 
tion, liver disturbances, or cardiac disease, thus creat- 
ing for the dietitian two feeding questions instead of 
one. 

Moreover, the general food problem is especially 
difficult, because in many instances the tuberculous 
patients remain in the institution for such an extended 
period of time. Great variety in the food is absolutely 
essential. Few of the patients improve quickly; many 
are here for a period of years, sometimes as long as 
ten or more. The responsibility that falls upon the 
dietary department with such patients is great, for 
most of them easily tire of food. The patient must be 
not merely satisfied with his tray; he must be pleased 
with it, before we can expect him to eat sufficient food 
to supply the required calories and the body-building 
material to repair broken-down tissues. Thus what is 
served must necessarily be attractive, palatable, and 
varied from meal to meal, from week to week, and 
from year to year. Unless these facts are recognized 
by the superintendent of the food-service department, 
there can be little hope for the improvement of the 
tuberculous patient. 


Patient’s Appetite 


Many patients, because of the change from a lower 
to a much higher altitude such as we have in Colorado 
Springs, acquire in the beginning an enormous appe- 
tite. This often leaves them before long, and then we 





HOSPITAL PROGRESS 





Food Problems at Glockner Sanatorium 


January, 1933 


by listening to the voices from without.” 

You do not want the effect of your good things to be, 
“How wonderful for a woman,” nor would you be deterred 
from good things by hearing it said, “Yes, but she ought not 
to have done this because it is not suitable for a woman.” 
But you want to do the thing that is good, whether it is suit- 
able for a woman or not. 

It does not make a thing good, that it is remarkable that a 
woman should have done it. Neither does it make a thing bad, 
which would have been good had a man done it that has been 
done by a woman. 

Oh, leave these jargons, and go your way straight to God’s 
work in simplicity and singleness of heart. 











Clare Geldreich 


have a “food crank.” Even the mental state of the 
tuberculous patient creates another food problem. He 
is away from home, usually at a much greater dis- 
tance than the average hospital patient. He seldom 
sees his family, rate of improvement is slow, and so 
he is apt to become discouraged and homesick. In his 
mind, troubles at home, real or imaginary, are ex- 
aggerated far beyond their actual state. With dis- 
couragement comes a loss of appetite and a failure to 
improve; perhaps the patient does not even wish to 
live. It is just at this time that a little notice from 
the food-service department may stimulate the appe- 
tite and arouse a new desire for life and health. Fre- 
quently, such an effect is produced by giving the 
patient special attention and by serving him some 
dishes of which he is particularly fond. These briefly 
noted items give some idea of our varied food prob- 
lems. 

Serving from a central diet kitchen does not work 
out well in a sanatorium, since the buildings are 
usually spread out over a large area. Floor service 
seems better adapted, and it is this we are using. An 
advantage in this plan is, that with comparatively 
little inconvenience, the patient’s particular prefer- 
ences can still be satisfied just before or even after he 
has received his tray. The menus are passed and 
marked in the morning. Later in the day, the patient 
may wish to change his order. Floor service enables 
him to do so until the time his meal is served. This is 
certainly catering to the patient, but such catering is 
invaluable in maintaining a happy state of mind. 

Our menus include an unusually large variety of 
foods. A wide choice is essential in the sanaterium. 
One may willingly do without one’s favorite vegetable, 
fruit, or pie during a brief stay in a hospital, but few 
patients will do so cheerfully during long confinement 
in a sanatorium. Fence, our menus must include the 
heavier foods, while offering the lighter ones to pa- 
tients having weaker digestive systems. 

Below are listed a few sample menus: 
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Dinner 
Minestromm 
Dill Pickles Celery 
Roast Veal with Dressing 
Roast Ribs of Beef 
Mashed Potatoes Spinach 
Beets 
Minced Pie 
Jello 


Supper 
Braised Cottontails 
Cold Roast Pork 
Cold Meat Loaf 
Baked Potatoes 
Apple and Celery Salad 


Jelly and Flat Rolls Plums 
Breakfast 
Baked Apples Oranges 
Bacon Oat Meal Mackerel 
Flat Bread 
Dinner 


Cream of Asparagus 
Barley Broth 
Picalilli Radishes 
Baked Chanel Cod Fish 
Roast Ribs of Beef 
Parsley Potatoes Lima Beans 
Stewed Tomatoes 
Lemon Ice Cream 
Rice Pudding 


Supper 
Cold Roast Beef 
Creamed Eggs 
Giblets with Noodles 
Baked Sweet Potatoes 
Shrimp Salad Lettuce Salad 
Pears Cake 
Breakfast 
Oranges Stewed Apricots 
Bacon Calf Liver 
Cream of Wheat 


Dinner 
Consommé 
Water Melon Pickles 
Roast Young Duck 
Current Jelly 
Potato Dressing 


Supper 
Scrambled Eggs with Brains 
Cold Ham Tasty Loaf 
Rice Potato Salad 
Cake Peaches 
Dinner 
Vegetable Soup 
Lettuce Sweet Pickles 
New England Dinner 
Roast Leg of Lamb 

Steamed Potatoes 
Hubbard Squash 
Spanish Cream 
German Rice Pudding 


Supper 


Broiled Steaks Chili 


Hash Browned Potatoes 

Pineapple-Raisin-Celery 
Salad 

Strawberries 


Sweet Bread 








Breakfast 
Grapefruit Apples 
Bacon Ham 


Wheat Flakes 
Prime Roast Ribs of Beef 
Whipped Potatoes 
Carrots and Peas 
Tomato Salad 
Vanilla Ice Cream 
Baked Custard 
* Chocolate Sundae 


Breakfast 
Bananas Oranges 
Bacon Rollstan Baked Hash 
Corn Bread 


Dinner 
Dill Pickles Celery 
Roast Turkey with Dressing 
Giblet Gravy 
Cranberry Sauce 
Prime Roast Ribs of Beef 
Whipped Potatoes 
Brussel Sprouts in Cream 
Nut Carmel Ice Cream 
Jello 


Supper 


Breaded Pork Chops 
Cold Roast Beef 
Cold Ox Tongue 

Baked Beans Tomato Salad 
Peaches Cake 


Breakfast 
Oranges 
Oat Meal 
Hot Cakes 


Prunes 
Bacon 


Dinner 
Pea Soup 
Radishes Sour Pickles 
Roast Ribs of Beef 
Lamb Fricassee with 
Dumplings 
Steamed Potatoes 
String Beans 
Hominy in Cream 
Chocolate Pie with Whipped 
Cream 
Sago 


Supper 
Fried Calf Liver Cold Ham 
Tasty Loaf 
Baked Potatoes Egg Salad 
Pineapple Cookies 
Breakfast 
Apples 
Sausage 
Rollstan 


Grapes 
Bacon 


Dinner 
Tomato Soup 

Lettuce Picalilli 

Roast Fresh Ham 
Boiled Beef with Horseradish 

Browned Potatoes 

Sauerkraut 

Asparagus in Butter 

Brown Betty Blanc Mange 
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Supper Apricots Cake 
Broiled Lamb Chops Break fast 
Tasty Loaf Grapefruit Apples 
Au Gratin Potatoes Bacon Ham Patties 


Tomato Salad Life of Wheat 


Special Diets 


Special diets always present two feeding questions, 
since the tuberculous patient who receives a special 
tray also has some other disease for which the diet 
was ordered. These diets are served from a separate 
central kitchen, and every care is taken to serve the 
food attractively. To insure the retention of heat, food 
to be served hot is placed in dishes which have been 
heated to 300 degrees or 350 degrees Fahrenheit. The 
tray is carried directly to the patient and reaches him 
within three minutes after it is taken from the kitchen. 
Thus the patient receives hot, appetizing food which is 
best adapted to satisfy his desires. 

Vigilance is used in including in the diets sufficient 
protein for maintenance and repair of body tissue, and 
enough carbohydrates and fats to supply the required 
calories. Plenty of vitamins are needed, especially 
Vitamin A, since we know it is concerned with pre- 
venting infection in the lungs. Mineral, salts, and 
roughage are included. The diets are high in calcium 
since this element is so important in the repair of 
tissue. Each day’s menu for any disease is planned 
with all these basic principles in mind. 

The types of special diets include those for surgical 
and medical patients, diets for diabetes, nephritis, 
anemia, cardiac disease, gastric disorders, intestinal 
disturbances especially intestinal tuberculosis, mal- 
nutrition, hyperthyroidism, liver and gall-bladder dis- 
eases, obesity, and emaciation. I shall discuss only the 
dietary treatment for intestinal tuberculosis, since it is 
a disease of rare occurrence in the average hospital. 

Two types of diet are used for intestinal tubercu- 
losis, the high rough and the roughage-free diet. Since 
more rapid improvement seems to follow the use of the 
roughage-free diet, it is the one I shall outline. In very 
severe cases, it consists of boiled milk. So limited a 
diet cannot be used for a long time since it is lacking 
in vitamins, especially Vitamin C, and iron, and is too 
low in caloric value. The patient is soon given a more 
liberal diet. Diet No. I as listed below is used for a 
time, and as improvement is noted, Diet No. II is 
adopted. 

Diet No. I 
Dinner and Supper 

Broth or Creamed soup 
Scrapped beef, white meat of 
chicken, creamed white fish, 
sweet breads, or eggs (simply 
prepared) 

Baked, riced, or mashed 
potato, or steamed rice 
Custard, jello, junket, rice or 
tapioca custard, rice flip, 
ice cream, blanc mange, 
angel-food cake, or sponge 

cake 


Breakfast 


Strained fruit juice 
Well-cooked cream of wheat 
or 
Strained rolled oats 
Eggs (simply prepared) 

White toast 

Butter 

Cocoa, tea, coffee, or milk. 
(Preferably tea or cocoa 
because of the laxative 
qualities of coffee) 
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Beverages allowed at break- 
fast 


White toast 
Butter 


Diet No. II 
spaghetti, or rice 

Strained vegetables: carrots, 
peas, beets, asparagas, lima 
beans, spinach, _ string 
beans, beet greens, tomato, 
pumpkin, or squash 

Salads: Bananas, _ cheese, 
clear tomato jelly, or egg 
salad 

Dessert: Ice cream, ices, 
jello, custard, junket, rice 
pudding, tapioca, bread 
pudding, blanc mange, 
pumpkin pudding, Bavar- 
ian cream, spanish cream, 
cornstarch puddings, cake 
or fruit whips (strained 


Breakfast 
Strained fruit juice or tom- 
ato juice, Banana, strained 
apple sauce or prune pulp 
Cream of wheat, strained 
rolled oats, rice flakes, or 
puffed rice 
Eggs (simply prepared) 
White toast or coffee cake 
Butter 
Jelly 
Coffee, tea, milk, or cocoa 
Dinner or Supper 
Strained soup 
Beef, lamb, chicken, turkey, 
squab, or sweetbreads 
(use tender cuts) 
Potatoes (simply prepared), fruit) 

or noodles, macaroni, Coffee, tea, milk, or cocoa 

Sometimes marked improvement is noted, so that 
the patient may take a general tray at the end of a 
year. If the rate of progress is slow, he may have to 
remain on the special diet for several years. 

In conclusion, it may be said that complaints are 
infrequent both in the general and in the special food 
departments. Although food costs may seem high, they 
are an indispensable means of satisfying the tuber- 
culous patient and accordingly of hastening his cure. 


Receive Funds for Research 

Rev. Terrence H. Ahearn, S.J., regent of the Loyola Uni- 
versity School of Medicine, Chicago, announces that a grant 
of $400 has been received by Dr. Herbert Landes, a member 
of the medical-school faculty, from the research committee 
of the American Medical Association. The grant will be used 
to carry on research work in the field of urology at Loyola 
Medical School and the Cook County Hospital. Dr. Landes, 
who came to Loyola several months ago from Johns Hopkins 
University, was formerly on the staff of the Brady Urological 
Institute. 

Nurses’ Sodality Organized 

A nurses’ Sodality, Our Lady of the Immaculate Concep- 
tion, was organized on December 8, at St. Joseph’s Hospital, 
Marshfield, Wis., with 28 charter members. Through the efforts 
of Rev. Father Lyons, the Sodality is affiliated with the head 
Sodality of the Roman College, called the Prima Primaria. 

Previous to admittance into the Sodality, the nurses united 
with American youth in the National Triduum in honor of the 
Immaculate Conception for the intention of the Holy Father. 
Two conferences were given daily, at which time the nurses 
received instruction as children of Mary. 


Successful Nurses’ Retreat 

The annual retreat for nurses at St. Mary’s Hospital, St. 
Paul, Minn., was conducted during December by Rev. Eugene 
J. Gehl, of St. John’s Institute, St. Francis, Wis. Two three- 
day retreats were held, half of the student body and several 
graduate nurses making each retreat. Graduate nurses oblig- 
ingly codperated by offering their services to the hospital dur- 
ing those days, in order that all other nurses might make a 
closed retreat. 

Nuns May Take Over Hospital 

An offer was made recently by Rev. Edw. G. Werling, pastor 
of St. Vincent’s Church, Elkhart, Ind., to the board of directors 
of the Elkhart General Hospital, with a view to one of the 
orders of Catholic Sisters taking over the hospital. 
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Enjoyable Christmas for Nurses 

Nurses of St. Joseph’s Hospital School of Nursing, Mil- 
waukee, Wis., on December 20, presented, in the staff room 
of the institution, a mystery play in which they reénacted the 
scenes of Bethlehem on the first Christmas. An added attrac- 
tion was the singing of carols. Following the play, the entire 
cast, which consisted of members of St. Joseph’s Dramatic 
Club, a new organization at the hospital, went to the nurses’ 
home where they gathered around the Christmas tree and 
gifts were distributed among them. 


Nurses Sing for Patients 
On Christmas Eve, the nurses of Queens Hospital, Portland, 
Me., sang Christmas carols in front.of the hospital. Later they 
visited each department and ward of the hospital, and assisted 
at the midnight Mass in the chapel. 
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A Christmas Remembrance 


(from a Former Executive Board Member) 


Once again an opportunity is afforded us, wherein we can 
express our gratitude to the worthy founder of the Catholic 
Hospital Association, his ever-zealous successor, the reverend 
clergy, and the medical profession, for the wise counsel guid- 
ance, and helpful assistance given to our Sisters’ hospitals; to 
make them better hospitals scientifically and otherwise. One 
only need compare the hospital of thirty or forty years ago 
with the hospital of today to see the change that has taken 
place since the organization of the Catholic Hospital Associa- 
tion seventeen years ago. 

The greeting of a Merry Christmas brings gladness and joy 
to all, may it bring joy to our founder, his successor, the mem- 
bers of the Board, to the reverend clergy, the members of the 
medical profession, and the Sister members of our hospital at 
this blessed Christmastide. 

With the approaching New Year we express our gratitude 
for the many inspirations derived from the reading of Hos- 
PITAL PROGRESS. 

May the blessing of the Child of Bethlehem abide with all 
who follow the footsteps of their Divine Exemplar of whom 
it is said “He went about doing good.’ May He grant hap- 
piness and prosperity for the coming year of 1933. 

“Peace and joy of heart they knew 
Shepherd folk and wise men too; 
May peace and joy as surely bide 
With all this blessed Christmastide.” 


Sister M. Eugenia, O.S.D., 
St. Catherine’s Hospital, 
Brooklyn, New York. 


Marquette Medical Building Dedicated 


On January 4, the new $500,000 Harriet L. Cramer mem- 
orial medical-school building of Marquette University, Mil- 
waukee, Wis., was dedicated. The structure, which is built on 
collegiate Gothic design, the same as other newer Marquette 
buildings, was completed in June, 1932, and has been in use 
during the past year. 

The dedication ceremonies opened at 9 a.m., with a solemn 
high Mass celebrated by Rt. Rev. Msgr. Michael J. Wenta, 
pastor of St. Hedwig’s Church, Milwaukee. Rev. Alphonse 
M. Schwitalla, S.J., dean of the St. Louis University School 
of Medicine, was master of ceremonies. Rev. A. Mullens, S.J., 
former regent of the Marquette University School of Med- 
icine, delivered the dedicatory sermon. Throughout the day, 
open house was held in the new building. 

In the evening, formal dedication exercises were held in the 
university gymnasium. Rev. Wm. A. Magee, S.J., president of 
the university, gave the address of welcome, followed by 
speeches by Most Rev. Samuel A. Stritch, archbishop of Mil- 
waukee, Dr. Wm. Gerry Morgan, dean of medicine at George- 
town University, and Dr. Richard E. Schammon, dean of med- 
ical sciences at the University of Minnesota. 


A Government Vitamin Board 


Announcement has been made of the formation of the 
United States Pharmacopeeial Vitamin Advisory Board. This 
is a new service offered by the U. S. Pharmacopoeia, for the 
preparation and distribution of vitamin standards within the 
United States. 


Awards for Research on Goiter 


The American Association for the Study of Goiter, for the 
fourth time, offers $300 as a first award, and two honorable 
mentions for the best three essays based upon original re- 
search work on any phase of goiter presented at their annual 
meeting in Memphis, Tenn., May 15, 16, and 17, 1933. It is 
hoped this will stimulate valuable research work, especially in 
regard to the basic cause of goiter. 

Competing manuscripts must be in English and submitted 
to the Corresponding Secretary, J. R. Yung, M.D., 670 Cherry 
St., Terre Haute, Indiana, U. S. A., not later than April 1, 
1933. Manuscripts arriving after this date will be held for the 
next year or returned at the author’s request. 

The First Award of the Hamilton, Ont., Can., 1932 meeting 
was given Donald McEachern, M.D., Johns Hopkins Hospital, 
Baltimore, Md., “A Consideration of the Mechanism of Hy- 
perthyroidism Based upon its Effect upon Cardiac and Skeletal 
Muscle.” 

Honorable mentions were awarded A. B. Gutman, M.D., 
Presbyterian Hospital, New York City, “The Effect of Ad- 
ministration of Iodine on the Total Iodine, Inorganic Iodine 
and Thyroxine Content of the Pathological Thyroid Gland.” 
Lieut. Col. H. Stott, M.R.C.P., I.M.S., dean of the faculty of 
medicine, Lucknow University, Lucknow, India, “The Dis- 
tribution and Cause of Endemic Goiter in the United 
Provinces.” 


Registry for Reoord Librarians 


A Registry for Record Librarians was established by the 
Association of Record Librarians of North America at its last 
session in September in Detroit to fill a need long felt by 
record librarians and hospital superintendents. The Associa- 
tion provides for registration of properly trained librarians but 
refuses to act as an employment agency. 

Record librarians, who are already active members in good 
standing in the Association of Record Librarians of North 
America may register without examination within one year 
after the establishment of the Registry. Newly trained record 
librarians may register after submitting evidence of proper 
character and passing an examination to be set by the Board 
of Registration. A certificate of registration will be issued to 
each approved candidate. 

Record librarians are urged to communicate with the Regis- 
trar, Miss Evelyn Vredenburg, Woman’s Hospital, New York, 
N. Y., for full particulars. 


Aid for the Sick Poor 


“Group of Friends of the Sisters of the Sick,” an organiza- 
tion of lay people of Cincinnati, Ohio, at a meeting at the con- 
vent of the Dominican Sisters of the Sick, recently adopted 
the name “St. Rose Society of the Sisters of the Sick Poor.” 
This group, which has done excellent work in assisting the 
Dominican Sisters, had been confused with a different con- 
gregation of Dominican Nuns in the city, and also with the 
Sisters of the Poor of St. Francis, who conduct St. Mary and 
St. Francis Hospitals. It is now planned to have units of the 
newly named society in every parish. The Dominican Sisters 
of the Sick Poor nurse the sick in their own homes and accept 
no funds whatever for their work, but depend entirely on 
others for means to carry on this worthy work of charity. 


(Continued on Page 16A) 
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Utilization of Victor 
Oil-immersed Shock 
Proof X-Ray Unit in 
Dr. Hawley’s New 
Orthopedic Table 
solves problems of 
long standing. 








. Dr. Hawley decided to redesign 
his original orthopedic table, he was 
determined to find a practical solution to 
the problem of incorporating x-ray appa- 
ratus for making radiographs in cases of 
fracture, and for reducing fractures under 
the fluoroscope— without the necessity of 
transferring the patient from the table. 

Since the advent of the Victor “Oil-Im- 
mersed” Shock Proof X-Ray Apparatus, a 
number of seemingly insurmountable prob- 
lems in x-ray diagnosis have found solutions. 
With both the x-ray transformer and the 
x-ray tube immersed in oil and sealed within 
a grounded metal container, resulting in 
the complete elimination of all exposed 
high tension wires, the path was cleared 
for certain types of x-ray examination which 
the so-called “open type” equipment had 
always precluded. 

Dr. Hawley readily saw the possibilities. 
No longer was it a question of how to 
avoid the danger of coming in contact with 
high tension wires. The x-ray tube could 
now be brought into any desired position 
to obtain the best diagnostic view, with 
utmost flexibility, simple and convenient 
for the operator, time saving, affording the 
maximum degree of comfort to the patient, 


A new and epoch- 
making development 
in fracture apparatus 








GENERAL @ 
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and insuring a most efficient handling of 
the case. 

Consider the advantage in being able to 
quickly bring this model “D” Mobile Shock 
Proof Unit into position alongside the new 
Hawley Table, for radiography of the frac- 
ture from above or from the side, or in 
swinging the tube head below for the pur- 
pose of fluoroscoping the fracture during 
reduction. Neither thesurgeon nor his assis- 
tant need concern himself about the close 
proximity of the x-ray tube to the field of 
operation, as this revolutionary design in 
x-ray apparatus provides 100% electrical 
safety. 

Another distinct feature in the Model 
“D” Unit is its mobility. Alchough an im- 
portant adjunct to the new Hawley table, 
it may be used as a utility unit in any other 
part of the hospital, for bedside x-ray diag- 
nosis in rooms and wards, as well as in 
the operating room. A complete, self- 
contained x-ray plant, immediately ener- 
gized by simply plugging in to the nearest 
electric convenience outlet. 

The Hawley-Scanlan Table and Model 
“D” Shock Proof Unit are fully described 
in a special brochure, a copy of which we 
will be glad to send you on request. 


ELECTRIC 


X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, Ill.,U.S.A. 








FORMERLY VICTOR (isa X-RAY CORPORATION 


Join the General Electric program broadcast every Sunday afternoon over a nationwide N. B. C. network 
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HEXYLRESORCINOL 
SOLUTION S.T.37 


(Liquor Hexylresorcinolis 1:1000) 





PHARMACEUTICALS 
BIOLOGICALS 





a Gargle 


Sharp & Dohme 


A PLEASANT AND 
MOST POWERFUL ANTISEPTIC 





N laboratory experiments a one-to-three 
dilution of this highly active bactericide 
destroys bacteria on less than 15 seconds’ 
contact. Since it is difficult to gargle for long 
periods, such rapid action is most important. 
And even though the patient should 
swallow large quantities of it, no harm re- 
sults. For Hexylresorcinol Solution S. T. 37 is 
absolutely non-toxic. 
But this is not all... 
Hexylresorcinol Solution S. T. 37 diluted as 
a gargle or applied topically full strength 
exerts a powerful antiseptic action. 
Your druggist carries Hexylresorcinol Solu- 
tion S.T. 37 in five- and _ twelve-ounce 
bottles. 


PHILADELPHIA 
BALTIMORE 














(Continued from Page 14A) 
International Hospital Conferences 


The International Hospital Association whose developments 
are followed with increasing interest in every country, has or- 
ganized from the end of September to the beginning of October 
of this year a first series of International Postgraduate Courses 
on Hospital Technique at the Frankfurt A.M. Municipal Hos- 
pital, attracting a large attendance of superintendents, physi- 
cians, matrons, architects, and engineers, coming from seven- 
teen different countries. More than thirty internationally 
known specialists delivered lectures on important problems. 
Lively discussions followed their statements. 


The lectures on kitchen management, hospital linen, and 
laundry have been published — after being completed by in- 
teresting articles of other authors —in the October issue of 
Nosokomeion, the official organ of the International Hospital 
Association (publisher, W. Kohlhammer, Stuttgart). 


From June 28 to July 3, 1933, the Third International Hos- 
pital Congress will meet at Knocke s Mer, on the Belgian 
coast. The Study Committees of the International Hospital 
Association will submit their reports to the Congress. The 
discussions will enable the Congress to draw the outlines of 
practical conclusions having an international value. A five-day 
study trip to the Netherlands will follow the Congress. 


To Care for Lepers 


Five Nuns of the order of the Soeurs Missionaries du 
Christ-Roi have consecrated their lives to the care of lepers 
in Japan, and are now being trained in this work at the Sacred 
Heart Hospital in Cartierville, on the island of Montreal. 
They will have 800 lepers under their care in Kagoshima, 
Japan, and will also look after cancer cases. 


Physicians Publish Quarterly Magazine 


The Federated Catholic Physicians’ Guild has just issued 
the first number of the new official quarterly journal. The 
magazine is known as The Linacre Quarterly, in honor of the 
famous priest-physician who at one time served as royal physi- 
cian to King Henry VIII, and was the founder of the Royal 
College of Physicians. 

The initial issue contains sixteen pages. The main feature 
of the issue is an article which explains the reason for Cath- 
olic physicians’ guilds and notes on the activities of the vari- 
ous guilds. It is hoped that the publication will become the 
basis for the development of a Catholic medical magazine. Dr. 
Anthony Bassler and Dr. Matthew G. Golden, both of Brook- 
lyn, N. Y., are editor and managing editor, respectively. 


Grotto Dedicated 


On the Feast of the Immaculate Conception, dedication of 
the grotto at St. Elizabeth’s Hospital, New York City, took 
place. The main attraction of the grotto is a life-size figure, 
in Carrara marble, of the Immaculate Conception, which was 
donated by a patron of the hospital. 


A New Book 
St. Albert the Great 

By Rev. Thomas M. Schwertner, O.P. Cloth, 375 pp. $3. 
Bruce Publishing Company, Miiwaukee, Wis. 

This volume of the Science and Culture Series under the 
general editorship of Rev. Joseph Husslein, S.J., Ph.D., sets 
forth in very readable style the remarkable achievements of 
a new saint who was an outstanding medieval scholar. The 
author has, to use the words of his preface, “sought to paint 
briefly the prodigious exterior activity of Albert against a true 
background of the times.” The result is an interesting and 
timely study of the illustrious teacher of St. Thomas Aquinas, 
a bishop, a scientist, a theologian, a philosopher, and a saint. 
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Celebrate Nun’s Centenary 

Mother Magdalen Taylor, foundress of Providence Hospital, 
St. Helens, Lancashire, England, was honored when the 50th 
inniversary of the founding of the hospital was celebrated 
recently. Archbishop Downey presided at the high Mass for 
the celebration of the hospital’s jubilee and its foundress’ 
centenary. 

Mother Magdalen entered the nursing profession when 
Florence Nightingale gathered together a band of volunteers 
to tend the wounded. She was then known as Fanny Margaret 
Taylor, and at the age of 22 offered her services. She trained 
is a nurse in a hospital in London, later going to Crimea, 
where she became a Catholic. It was through this experience 
that she conceived the idea of founding a society of nursing 
Sisters. There was, at that time, considerable poverty and 
suffering in St. Helens and the Poor Servants of the Mother 
of God, as her community was named, began to nurse the 
poor in their own homes. Later a hospital was founded. The 
first thirteen months of its existence, it cared for only 27 
patients, but during 1931 it treated 2,202. 

Death of Yellow-Fever Heroine 

Sister M. Reginald, of the Dominican Sisters of St. Agnes, 
died at the motherhouse in Springfield, Ill., on Christmas Day, 
at the age of 79. Sister Reginald, who was born in 1853 at 
Memphis, Tenn., entered the Dominican Order in 1876. Dur- 


ing the yellow-fever epidemic in the South, it was this order | 


which carried on such heroic work in nursing, and Sister 
Reginald was one of the nineteen Sisters of the community 
who survived. When the little group was compelled to disband 
and go to various Dominican communities, she came to 
Springfield. Sister Reginald was personally acquainted with 
Brother Joseph Dutton and corresponded with him until, his 
death at Molokai. 
Veteran Religious Dead 

Mother Aloysius, a Nun of the Ursuline order for 71 years, 
died recently at the age of 90. At two different times, she 
had been superior of the Ursuline convent at Toledo, Ohio. 

University Professor Honored 

Dr. Joseph Mulzer, of the teaching staff of Ottoburg Uni- 
versity, was the honor guest at a recent reception given by 
Dr. and Mrs. Carl Barck, in honor of his appointment to the 
department of ophthalmology at St. Louis University Med- 
ical School, St. Louis, Mo. Dr. Mulzer is the recipient of “The 
Carl Barck Ophthalmology Fellowship,” a fund which was 
raised by a group of Dr. Barck’s friends as a compliment to 
him on the occasion of the golden anniversary of his gradua- 
tion from the University of Freiburg, Baden, Germany, which 
was celebrated last year. 

The fund is to be used to give some university graduate, 
preferably a graduate of a German university, who has dis- 
tinguished himself in the study of diseases of the eye, an op- 
portunity to spend a year at the St. Louis University Medical 
School for additional research work, and in teaching. This will 
be continued for as long a time as the fund lasts, or, if a 
sufficiently large fund is created, the income will be used 
annually for this purpose. 

Joins Mission Hospital Staff 

Sister M. Paul, R.N., of the Society of Catholic Medical 
Missionaries, Washington, D.C., recently left for the Orient, 
where she has joined the staff of the Holy Family Hospital 
in Rawalpindi, India. Sister Paul is a graduate of St. Eliz- 
abeth Hospital, Boston. 
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New AND EXACT METHOD 
OF KEEPING SOLUTIONS 
AT CORRECT TEMPERATURE 


7 







OLD METHOD 


Confusion 
Uncertainty 








NEW METHOD 
Accurate » depend- 
able » No Confusion 


NE of the outstanding service improvements in the hospital 

field in the past two years is the Good Samaritan Infusion 
Rodiator. This provides a simple method of keeping solutions 
warm. The solution jar is held in a specially designed metal 
jacket that can be filled with hot water. This not only acts as 
a carrier for the jar— preventing breakage — but also main- 
tains temperature of solutions within correct temperature field 
for long periods without confusion or attention. It saves hours 
of time and insures better results. Hundreds of hospitals have 
put their approval on this advanced idea by actual daily use. 


Even if you are not considering the purchase of new equip- 
ment at this time you should have all the facts about the 
Good Samaritan Infusion Radiator in your file. We shall be 
glad to give you complete data on request. 


WILL ROSS, INC., WHOLESALE HOSPITAL SUPPLIES 
779-783 N. Water Street Milwaukee, Wisconsin 
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Graduation . 


Make it the first step 
toward Uniform Economy 


In many training schools, one graduating 
class after another has chosen SnoWhite Tai- 
lored Uniforms . . . until today “SnoWhite 
for Graduation” has become a tradition in 
these institutions. 

1933 graduates who avail themselves of 
SnoWhite’s special service to graduating 
classes, will be taking their first step toward 
uniform economy for Snowhite’s low- 
cost-per-year is recognized throughout the 
nursing profession. 


The first 1933 Style Booklet is ready. 
SNOWHITE GARMENT MFG. CO. 


946-948 N. 27th St., Milwaukee, Wis. 


NOVVHITE 


TAILORED UNIFORMS 


SnoWhite Garment Mfg. Co. 
946-948 N. 27th St., Milwaukee, Wis. 


Please forward your new 1933 Style Booklet. 


(H.P. 1-33) 


(J Cheek here if for graduating class. 
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Chinese Nun Dies 


Sister M. Josaphat, a Chinese Nun of the Franciscan Mis- 
sionaries of Mary, died recently in the hospital of Ningyuanfu, 
China, from an infection contracted while caring for a group 
of dying soldiers. The missionaries had been sent to care for 
the townsfolk of Tetchange, following recent hostilities in 
that vicinity. They distributed medicine, cared for the sick and 
dying, and administered baptisms. 


Veteran Nun Dead 


Sister M. Catherine, a member of the Sisters of St. Mary 
for nearly 60 years, and former superior of St. Mary Hospital 
for Children, New York City, died at the hospital on De- 
cember 2. 

Death of Sister of Charity 

Sister Mary Rita, of Mercy Hospital, Canton, Ohio, a Sister 
of Charity for the past 39 years, recently suffered a broken 
leg in a fall at the hospital, which resulted in her death on 
December 5. Sister Rita, before going to Mercy Hospital 
eight years ago, had been stationed at St. Ann’s and Charity 
Hospitals, and St. Vincent’s Orphanage at Cleveland, Ohio. 


Death of Sister Nurse 


Sister Albertonia, a member of the Poor Handmaids of 
Jesus Christ, died recently at St. Joseph’s Hospital, Fort 
Wayne, Ind., following a long illness. Sister Albertonia, who 
was 32 years old joined the order when 19 years old. Her 
first and only appointment was at St. Joseph’s Hospital, where 


| she was a registered nurse. 


Well-Known Physician Dead 


Dr. Edward A. King, of New York City, died on December 
16, at St. Vincent’s Hospital, following a twelve-day illness 
of pneumonia. He was 44 years old at the time of his death. 

Dr. King was a graduate of St. Francis Xavier College, An- 
tigonish, N.S., Can., in 1908, and of the University of Pennsyl- 
vania Medical School in 1912. He served as intern at St. Vin- 
cent’s and Memorial hospitals, afterward going into practice 
with Dr. George Stewart. At the time of his death he was 
connected with several hospitals, being visiting surgeon at St. 
Vincent’s, president of the medical board of the New York 
Foundling Hospital, assistant visiting surgeon at Misericordia 
Hospital, New York City, and St. Joseph’s Hospital, Yonkers, 
N. Y. He was professor of surgery at the New York Univer- 
sity and Bellevue Medical School, and a member of the New 
York Academy of Medicine. He was also a Fellow of the 
American College of Surgeons and a member of the state and 
county medical societies. 


Hospital Chaplain Dead 


Rev. Michael P. Gallagher, chaplain of Misericordia Hos- 
pital, New York City, died on December 13, following a heart 
attack. Father Gallagher was born in Sligo County, Ireland, 
68 years ago. He had been chaplain at the New York hospital 
since 1916. 

At Convent Sixty Years 

Sister Arestede, who has been, for several years, in charge 
of the infirmary at the convent of the Little Sisters of the 
Poor, Indianapolis, Ind., celebrated her diamond jubilee as a 
member of the community on December 8. Sister Arestede 
came to the city with four other Nuns 60 years ago. She will 
be 89 years old in July, but in spite of her age she is still very 
active in her work. 


Sister Honored at Banquet 


Sister M. Polycarp, who was recently appointed superior of 
St. Joseph’s Hospital, Fort Wayne, Ind., was entertained at 
a banquet in her honor, served by the senior nurses at the 
nurses’ home. About 125 physicians and members of the clergy 
were present. Talks were given by Most Rev. John F. Noll, 
D.D., bishop of the diocese, Dr. Maurice I. Rosenthal, in be- 
half of the medical staff, and Rev. Patrick M. Butler, hospital 
chaplain. 
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Temptingly Warm 
from thee COLSON CONVEYOR 


RESH, delicious, appetizing meals are the 

ideal toward which every hospital manage- 
ment is striving. When food is served at the bedside from 
an electrically heated Colson Conveyor, it has all the grati- 
fying freshness of direct service from the finest grill. 


Write to us for full information and literature showing the 
completeness and variety of Colson food equipment. Capa- 
cities varying from 25 to 60 patients, with just the arrange- 
ment of containers to meet your needs, whatever they may be. 


Type shown below has meat tray with convenient hinged 
cover, four 8'2 quart utensils and three of 6 quart capacity, 
two lower compartments equipped with disappearing 
doors and extra large warming drawer. Prompt quotation 
furnished any desired size or model. 












Type A, No. 300E Conveyor 
Exterior of Stainless Steel 


SOLD DIRECTLY BY REPRESENTATIVES OF 
THE COLSON COMPANY « ELYRIA, OHIO 


Colso% 





Send for special Caster catalog. 


@ @ @ FOR STRETCHER equipment, you cannot 
do better than rely on Colson. Smooth running, 


one end when patient must be in reclining position. 


room to room. 


@ @ @ IN ADMINISTERING vapors for any purpose, 
Colson Inhalators, electrically operated, offer 





If you prefer to 
serve in the kitchen 

























TRAY TYPE COLSON FOOD CONVEYOR 






Colson offers you this tray type Conveyor, also elec- 
trically heated. Equipped like all Colson Conveyors 
with noiseless Colson Casters and efficiently bump- 
ered, it brings the tray to the bedside with the same 






appealing warmth it had on leaving the kitchen. 





Cold shelf is provided for salads, ices, butter, etc. 






Advance Engineering assures you 

of the latest approved designs of 

Institutional Portable Equipment 
in the Colson Line 


@ @ @ COLSON Wheel Chairs are the standard 
of the continent, due to their sturdy construction 
and the variety of ailments and infirmities to which 
they are adapted. 













@ @ @ ALL COLSON equipment excels in smooth- 
ness and ease of motion, due to the perfection of 
Colson Casters. These Casters are available in 






great variety for every type of Caster replacement. 








Elevator Litter Stretchers lift horizontally. . . or at 











@ @ @ COLSON Library Trucks greatly simplify 
handling of books from ward to word and 





















convenience and freed from fire hazard or from 
boiling dry. Cannot tip over. Bakelite nozzle is 
never overheated. 


@ @ @ COLSON Trucks for hospitals include 
special Oxygen Tank Trucks, Laundry Trucks, Linen 
Trucks, portable cl ing equip t, Piano Trucks 
and other specialties in great variety. Send for 
the Colson Catalog. 


HOSPITAL EQUIPMENT 


SURGICAL, FOOD SERVICE, FURNITURE 
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The Echoes of 1933 Dollars 
Will Be Heard Next Year 


Every dollar spent for durable quality this year 
will echo in your purse in 1934 - - - just as hos- 
pitals are enjoying the jingling of savings in this 
year’s budgets because they chose Standard-ized 
Capes last year. 

Standard-ized Capes have almost unbelievable 
endurance, lasting beauty and sturdy protective 
qualities that only the manufacturer can offer at 
such low prices - - - the lowest in our history. 


Only high grade woolens, “decated” for additional 
wear resistance, are used in all Standard-ized Capes, 
tailored to individual measure and cut extra full for 
comfort and beauty. Ten other desirable features. 


AVAILABLE IN ANY LENGTH OR COLOR COMBINATION ; 
MILITARY, STORM OR TURN-DOWN COLLAR OPTIONAL. 


Berry 


STANDARD APPAREL CO. 


Cape sent to your hospital Manufacturers of Nurses’ Outer Apparel Exclusively 


on approval. 5604 Cedar Avenue Cleveland, Ohio 







































Avenue), Chicago. The display rooms, in charge of L. Alfred 
Mannhardt, formerly associate professor of biology at New 
York University, show a complete line of anatomical and 


' OF INTEREST | f physiological models and charts, skeletons, etc. 
bata BUYERS ; F h Ultra-Violet Lamp Booklet 









A new booklet on ultra-violet lamps issued by engineers of 
the Westinghouse Lamp Company, Bloomfield, N. J., contains 
a comprehensive story on the technical aspects of these radia- 










New President for Puritan Gas tions and their application to various industrial and commer- 
Parker B. Francis has been chosen unanimously to succeed cial uses. 
the late John R. Foran, as president of the Puritan Com- Gauge-Labeled Hypodermic Needles 





pressed Gas Corporation of Kansas City, Missouri. Mr. 
Francis, who has been an officer of the company since its be- 
ginning, is said to be the youngest president of such a busi- 
ness in the United States. 





The new B-D Medical-Center Needle has eliminated a 
source of annoyance. The gauge number is stamped on the 
hub of each needle. This needle is made of rust-resisting steel 







Wisconsin Oxygen Humidifier 


The Wisconsin Oxygen Humidi- 
fier, for adding moisture to the 
oxygen used in the oropharnygeal 
catheter method of oxygen ther- 
apy, has been developed under the 
direction of Dr. R. M. Waters, of 
the University of Wisconsin Medi- 
cal School, and is now being manu- 
factured and sold by the Scanlan- 
Morris Company, of Madison, 
Wis. This new and essential in- 
strument is simple of operation, 












which is not affected by iodine, salt, or most acids, and is very 

strong. The makers call attention also to the newly designed 

B-D needle point which is stronger and sharper, offers 

smoother penetration, causes less discomfort to the patient, 

and makes a dilated puncture with minimum seepage. These 
New Quarters of Clay-Adams needles are manufactured by Becton, Dickinson, and Company, 

The Clay-Adams Company is now occupying its new and Rutherford, N. J. 
larger quarters at 25 East 26th Street (corner of Madison (Concluded on Page 24A) 






WISCONSIN OXYGEN : : 
HUMIDIFIER portable, safe, and inexpensive. 
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COUNT 
THE STITCHES 


before you purchase uniforms. Ex- 


amine the seams of different sam- 
ples. Compare their seams with 
the 16 to 18 stitches per inch in 
Marvin-Neitzel garments. For “Uni- 
form” dollars hang in the balance. 


Established 1845 


Neitzel seam construction. 





~ce e A Stitch in Time Saves Nine 


COUNT YOUR STITCHES 


- 6 « « « for a uniform 
is no stronger than its seams 


Little things in life are important. For want of a nail, a battle 
was lost. And many a uniform has been lost to service be- 
cause of a stitch. A uniform is made up of many component 
parts, and among these, thread and seams are important 
links in effecting a strong chain. 

In the matter of thread, Marvin-Neitzel uses the finest 
erade made by the country’s leading thread manufacturer. 
It is made of longest staple cotton, finely spun, uniformly 
twisted. Seams, 16 to 18 stitches per inch, join the mate- 
rials together as though welded. 


Growing girls and groaning seams require strong thread 
and fine needlework. 


MARVIN-NEITZEL CORP. 


TROY, NEW YORK 
ORIGINATORS OF SANFORIZED-SHRUNK UNIFORMS 


poenevoinnennnnnnnnananacnnnnnnnnnnnnmnnnonnnsnnnnnnnesenannnnenanntas 


MARVIN-NEITZEL CORP., Troy, N. Y. 


Gentlemen: We are interested in construction that saves “Uniform” dollars. Send sample swatch that shows Marvin- 
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No. 674—A splendid Bob Evans Uniform 
featuring a handy slide fastener, 
pletely concealed when closed, 
tly-front Smartly fashioned of lustrous 
2-ply Glenrock Poplin, pre-shrunk. $2.98 


No. 1809-——Lustrous 2-ply 
Glenrock oplin, pre- 
shrunk Notched collar 


nk : SIZES 14, 16, 18 AND 34 TO 46 
Yoked flared skirt. $2.98 


QUALITY —that was never higher! 
PRICES—that were never lower! 


Daily, hundreds of nurses are 

turning to Bob Evans Uniforms 

as the surest way to highest 
quality at lowest prices. 


Write for style booklet including a selection of 
Burton’s Irish Poplin Uniforms at $2.98 


JACOBS BROTHERS, INC. 


1501 Guilford Ave., Baltimore, Md. 


860 S. Los Angeles St., 
LOS ANGELES, CAL. 


1350 Broadway, 


NEW YORK, N. Y. 








January, 1933 


(Concluded from Page 22A) 
A New Incubator Bassinet 
The “Cosmo” electrically heated infant incubator bassinet 
has been developed and marketed recently by The Hospital 
Supply Company, 155 East 23rd St., New York City. The 
new incubator is very simple to control, maintains heat uni- 
formly at varying degrees, and is very moderately priced. It 
has been tested in a number of hospitals for more than a year. 


THE “COSMO” INCUBATOR BASSINET 


Steel Food Conveyors 

An illustration on this page shows one of the new electri- 
cally heated, stainless-steel food conveyors made by the Colson 
Company, Elyria, Ohio. The whole conveyor is made of stain- 
less steel. The manufacturers call attention to the position of 
the hinged meat-tray cover; when it is open, it is out of the 
way. All parts of the Colson conveyor are easily accessible 
for inspection and the top may easily be replaced if it wears 
out from hard usage. The heating elements are carefully in- 
sulated, inclosed in a metal case, and very sturdily built. 


THE NEW COLSON FOOD CONVEYOR 
Staff Examines Pupils 

Members of St. Joseph’s Hospital staff, at Ann Arbor, Mich., 
gave each pupil of St. Thomas School, of that city, a complete 
physical examination at the beginning of the school year. The 
hospital staff codperates throughout the year in the health 
program of the school, but its most important phase of this 
work consists in making the annual physical examinations of all 
pupils. 








